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in seconds 


A solution containing 1,000 units of THROMBIN 
TOPICAL per cc. will clot an equal volume of 
human blood in less than one second, or 

ten times this volume in three seconds. 


Local application of THROMBIN TOPICAL produces 
hemostasis almost instantaneously, for this highly 
purified blood derivative acts directly on the 
fibrinogen to form a firm, adherent, natural clot. 
Whether you spray, flood or dust it onto 

affected surfaces, THROMBIN TOPICAL will help 
you to control capillary bleeding wherever found. 


THROMBIN TOPICAL (bovine origin) is supplied 
in vials containing 5,000 N.I.H. units each, 

with a 5-cc. vial of sterile isotonic saline diluent. 
Also available in a package containing three vials of 
THROMBIN TOPICAL (1,000 N.I.H. units each) 
and one 6-cc. vial of diluent. Solutions of the 


product should never be injected. 
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An Unsurpassed Therapy 


Small dosage makes ESTINYL 
inimitable among orally effective 
estrogens. As little as two 
hundredths of a milligram daily 
relieves menopausal symptoms 
and produces a sense of 
well-being obtainable only 

with larger doses of 


other estrogens. 


STINYL 


(ethiny! estradiol-Schering) 


Available for treatment of menopause 
and other estroger. deficiency states, 
in tablets of 0.02, 0.05 and 0.5 mg. 


CORPORATION 


BLOOMFIELD + NEW JERSEY 
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Doctor, 
be your own 
judge... 
try this 
simple test 


With so many claims 
made in cigarette adver- 
tising, you, Doctor, no 
doubt prefer to judge for 
yourself. So won’t you 
make this simple test? 


Take a PHILIP MORRIS and any other cigarette 


5; Light up either one first. Take a puff—get a good mouthful of smoke 
—and s-l-o-w-l-y let the smoke come directly through your nose. 


2. Now, do exactly the same thing with the other cigarette. 


You will notice a distinct difference between 
PHILIP MORRIS and any other leading brand. 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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Fifth Floor Reading Room 
and the Athenoeum Entrance, 
Boston Public Ubrary. 


From among all antibiotics, 
Obstetricians and Gynecologists often choose 


AUREOMYCIN 


Hydrochloride Crystalline 


Because 

Aureomycin diffuses so rapidly that it becomes 
available immediately to ali the tissues in - 
about the pelvis. 

Aureomycin readily passes into the blood 
stream, and through the placenta into the fetal 
circulation. 

Aureomycin may be given by the oral, or in 
an emergency by the intravenous, route. 


Aureomycin has been reported clinically ef- 

fective when used systemically against suscep- 
tible organisms in many gynecologic and ob- 
stetrical infections, including: 
Parenteral and Post-partum Infectious Complica- 
tions Mastitis Thrombophlebitis Pyelitis 
of Pregnancy ¢ Staphylococcal Infection in the 
Newborn 


Throughout the world, as in the United States, aureomycin ts recognized 
as a broad-spectrum antibiotic of established effectiveness. 


Capsules: 50 mg.—Bottles of 25 and 100; 250 mg.—Bottles of 16 and 100. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION amenican Cyanamid company 30 Rockefeller Plaza, New York 20, N. Y. 
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in urinary tract infections: 


“Terramycin was selected [for 67 patients] in 
preference to other broad-spectrum antibiotics in view 
of high urinary excretion rate following small oral 
doses of the antibiotic.” Post-operative pyuria was 
significantly reduced after 44 major gynecological 
operations, and various other genito-urinary 
complications responded equally well. 

Blahey, P. R.: Canad. M.A.J. 66:151 (Feb.) 1952. 
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Terramycin is also indicated in a wide range of 


GRAM-POSITIVE BacTEeRIAL INFECTIONS 
Lobar pneumonia « Mixed bacterial pneumonias 
Bacteremia and septicemia 
Acute follicular tonsillitis 
Septic sore throat * Pharyngitis 
Acute and chronic otitis media 
Acute bronchitis * Laryngotracheitis 
Tracheobronchitis Sinusitis 
Chronic bronchiectasis 
Pulmonary infections associated 
with pancreatic insufficiency 
Scarlet fever « Urinary tract infections 
Acute and subacute purulent conjunctivitis 
Acute catarrhal conjunctivitis 
Chronic blepharoconjunctivitis 
not involving the meibomian gland 
Abscesses * Cellulitis 
Furunculosis « Impetigo 
Infections secondary to Acne vulgaris 
Erysipelas * Peritonitis 


SS 


GRAM-NEGATIVE BAcTERIAL INFECTIONS 


Gonorrhea Brucellosis 
Bacteremia and septicemia 
Friedlinder’s pneumonia 
Mixed bacterial pneumonias 
Pertussis Diffuse bronchopneumonia 
Available es Post-partum endometritis * Granuloma inguinale 
Dysentery Urinary tract infections 
CAPSULES ae Respiratory tract infections 
ELIXIR Cellulitis Peritonitis Tularemia 


ORAL DROPS SrrrOCHETAL INFECTIONS 
INTRAVENOUS Syphilis Yaws Vincent’s infection 
OPHTHALMIC RicKETTSIAL INFECTIONS 
Epidemic typhus * Murine typhus 
OPHTHALMIC Scrub typhus Rickettsialpox 
SOLUTION Q fever * Rocky Mountain spotted fever 


SS INFECTIONS 
| Primary atypical pneumonia (virus pneumonia) 


Lymphogranuloma venereum + Trachoma 
Protozoa INFECTIONS 


Amebiasis 


CHAS. PFIZER & CO., INC., Brooklyn 6, N. Y. 
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Meat and its applicability in the 
Dietary Management of Atherosclerosis 


Contrary to the former belief that serum cholesterol levels are primarily 
related to ingested animal fat and consequently to dietary cholesterol, it now 
appears that the total amount of fat in the diet, not its source or cholesterol con- 
tent, is a more important factor in determining the blood cholesterol concentra- 
tion.'?4.4 Clinical observation has shown that ingestion of vegetable fat—which 
contains no cholesterol—will, like fats of animal origin, raise the serum choles- 
terol level.* § 


Recent basic research on the influence of fats and cholesterol on human health 
has done much to further progress in the fight against atherosclerosis. It will 
serve well in dispelling the mistaken fear that reasonable amounts of foods of 
animal origin predispose the individual to this vascular disease.* As a matter of 
fact, a dietary inadequate in essential nutrients but providing too many calories 
and too much fat from any source may well be an important factor underlying 
the deposition of fat and cholesterol in the arteries and liver. 


Cumulative evidence indicates that lowered blood levels of cholesterol may 
be effected by restricting the total fat intake.' Except in instances of refractory 
hypercholesteremia, in which a daily fat intake as low as 10 Gm. may not reduce 
cholesterol levels to normal, diets containing 20 to 30 Gm. of fat, or even more, 
often produce low cholesterol blood levels. In the clinical application of this 
principle, various palatable, low fat diets which supply three servings of meat 
daily (containing 18 Gm. of fat) have recently been suggested for the dietary 
management of arteriosclerosis and for enlisting the cooperation of patients.’ 
The meat servings were chosen from a large variety of cuts and kinds of meat 
(fat trimmed off, as lean as possible). Meat adds to the eating appeal of the fat- 
restricted diet and contributes important amounts of biologically complete pro- 
tein, the B group of vitamins including By, and food iron—all of which are im- 
portant for a good state of nutrition in the atherosclerotic patient. 


1. Hildreth, E.A.; Hildreth, D.M., and Mellin- 4. Gubner, R., and Ungerleider, H.E.: Arterio- 
koff, S.M.: Principles of a Low Fat Diet, sclerosis, a Statement of the Problem, Am. J. 
Circulation 4:899 (Dec.) 1951. Med. 6:60, 1949. 

5. Hildreth, E.A.; Mellinkoff, S.M.; Blair,G.W., 

2. Bloch, K.: The Intermediary Metabolism of and Hildreth, D.M.: The Effect of Vegetable 


Cholesterol, Circulation 1:214 (Feb.) 1950. Fat Ingestion on Human Serum Cholesterol 


: 3. Keys, A.; Mickelson, O.; Miller, E.V.O., and Concentration, Circulation 3:641 (May) 1951. 
“ Chapman, L.B.: The Relation in Man Be- 6. King, C.G.: Trends in the Science of Food 

; tween Cholesterol Levels in the Diet and in and Its Relation to Life and Health, Nutri- 
| the Blood, Science 112:79, 1950. tion Rev. 10:1 (Jan.) 1952. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


On 
1 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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8 to 24 hours 
of Allergy Relief 


from a single dose of 


DI-PARALENE Hydrochloride 


(Chlorcyclizine Hydrochloride, Abbott) 


Auszacr patients like the convenience, effectiveness and economy 
of this longer-lasting antihistaminic. Published reports show that 
Di-ParaLene Hydrochloride—with a piperazine side chain rather 
than one of the conventional type—in many cases provides 24 hours 
of relief with a single dose. 

Initially, Di-PARALENE should be administered in 50-mg. doses 
three times a day for the average adult, but in the majority of cases 
this can later be reduced to one or two doses a day. Side-effects are 
comparatively few and mild. 

This season try longer-acting D1-PARALENE—available 
in 50-mg. and 25-mg. tablets, bottles of 100, 500 and 1000. 


REFERENCES: 


Spielman, A. D. (1950), N.Y. St. J. Med., 50:22Y7, Oct. 1. 
Brown, E. A., et al. (1950), Ann. Allergy, 8:32, Jon.-Feb. 
Jenkins, C. M. (1950), J. Nat. Med. Assn., 42:293, Sept. 
Cullick, L. and Ogden, H.(1950), South Med. J., 43:632, July. 
Ehrlich, N. J., and Kaplan, M. A. (1950) 

Ann. Allergy, 8:682, Sept.-Oct. 


. ¥ 
ey: 
= an 
: 
ii 
xii 
\ 
J 

j 

ps 3 
a 
4 

: 

2 

x 

; 
3 


May, 1952 DELAWARE STATE MepicaL JOURNAL 


Highly effective  Welltolerated Imparts a feeling of well-being 


of physicians 


the menopause 


Estrogenic Substances (water-soluble) 


also known as Conjugated Estrogens (equine) 


AYERST, McKENNA & HARRISON Limited * New York, N. Y. * Montreal, Canada 


4 = 
xi 
? 
is 
2 
j 
| 
= 
A 
| 
Pe 
if 
pee 
3 
Ss, 
2 


De.AWARE State MepicaL JOURNAL May, 1952 


Man-eagle design 
from Hopi Indian food bowl 


DELICIOUS WAYS TO SERVE LARGE 
AMOUNTS OF PROTEIN IN LOW BULK 
Served in baked goods, custards, puddings, ice cream and other desserts — or in milk — 


ESSENAMINE COMPOUND POWDER (with carbohydrate 25%), 
vanillin flavored — provides the high protein needed by the nutritionally deficient or 
seriously ill patient, without the bulkiness of ordinary foods. Or Essenamine may be 
served as a pleasantly crunchy “cereal,” plain or with milk, cream or sugar, in the form of 
ESSENAMINE COMPOUND GRANULES (with carbohydrate 30%), 
vanillin flavored 


“With a high protein diet, healing begins on the first day.’’* 


Cui 


NCENTRATE FOR OR/ 


PROTEIN CONC 


ESSENAMINE POWDER (unflavored) 
7% and 14 oz. glass jars. 


ESSENAMINE COMPOUND POWDER (Vanillin Flavor) 
SUPPLIED IN THREE FORMS: 


ESSENAMINE COMPOUND GRANULES (Vanillin Flavor) 
7% oz. and 1 Ib. glass jars. 


Inc. 
New Yorn 18, N.Y. Winosor, Ont. 


* Matthews, J. G.: Care and Healing of Traumatic Wounds. Northwest Med., 50:512. July, 1951 
Essenamine, trademark reg. U. S. & Canada 
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... tracer studies 


Among the most constructive new tools with which medical 
research may benefit humanity are the radioactive isotopes. 
Paradoxically, these became available through the discoveries in 
nuclear fission that led to the production of the atomic bomb. 


By radioactively labeling substances and following the course that 
they take in the body, Lilly radiochemists are now able to 

tackle fundamental problems that were formerly totally insoluble. 
The results that have already been obtained from studies of 

this type are impressive. Wholly new conceptions of many 
biochemical processes are emerging. When we consider that these 
methods are still in their infancy, we may well believe that 
eventually many baffling diseases may surrender to this new power. 


This is an outstanding instance of how research in one field of 
science is being joined with that of others in the Lilly Laboratories. 
Here, physicists work hand in hand with chemists, 

physiologists, pharmacologists, and clinicians for a common goal— 
the progress of medicine. 


ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 
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THE GYNECOLOGICAL CARE OF POST- 
MENOPAUSAL PATIENTS* 
FRANKLIN L. Payne, M. D.** 

Philadelphia, Pa. 

The menopause oceurs when a patient ter- 
minates her last menstrual period. While this 
time may be difficult to recognize clinically, 
for practical purposes the history of amenor- 
rhea for six months, at or near the menopausal 
age, with the development of menopausal 
symptoms and_ subsequent local atrophie 
changes will indicate the post-menopausal era. 
The types of hazards and the character of 
symptoms during this era are quite different 
from those of earlier years. Instead of the 
complications of pregnancy, the risks of pelvic 
infection and the development of benign tu- 
mors, this age is accompanied by a great in- 
crease in constitutional and local changes due 
to endoerinie alterations that follow the depri- 
vation of ovarian function and by a definite 
upswing in the incidence of malignant neo- 
plasia. The physician’s care, be he gynecolo- 
gist or general practitioner, during this age 
consists in general of three functions: the re- 
lief of unpleasant symptoms, the treatment of 
local benign developments, and the early de- 
tection of malignancy. 

Unpleasant Symptoms. These symptoms 
may be divided into four large groups those : 
involving the nervous system, attending psy- 
chologie changes, resulting from metabolic 
alterations and accompanying  post-meno- 
pausal body changes. The characteristic un- 
pleasant menopausal symptom is that of heat 
flashes and sweats, which occurs in approxi- 
mately 95% of the patients. Other complaints 
consist of cardiac palpitation, headaches, 
functional gastro-intestinal disturbances, ver- 
tigo, tinnitus, paresthesias and insomnia any- 
one or all of which may occur in the same 
patient. Psychologie alterations develop in 


*Read before the eeens Society of Delaware, Wil- 
mington, October 10, 195 

**Professor of ishaiies and Gynecology, University 
of Pennsylvania. 


approximately 80% of the individuals and 
present a variety of manifestations, such as 
anxiety states, excitability, weeping spells, 
eancerophobia, and fears of inadequacy — 
social, physical, or sexual. There also is a fre- 
quent inclination to exaggerate the magnitude 
of problems that, during earlier years of life, 
would present little or no difficulty. Of the 
metabolic changes, the most disturbing is the 
tendency to weight gain, which at times seems 
to be uncontrollable and within itself pro- 
duces marked depression and a sense of futil- 
ity. Other body alterations consist of ocea- 
sional generalized pruritis, allergic tendencies 
and the dreaded wrinkles along with the exa- 
cerbation of joint changes—if the patient has 
had prior arthritic difficulties. 

The first essential in the relief of the symp- 
toms of neurocirculatory and nervous origin 
is establishment of proof that they truly are 
menopausal in origin. Since the age of the 
menopause varies so widely, the task of its 
diagnosis is difficult frequently but not im- 
possible. Since 95% of the patients who go 
through the menopause, experience heat 
flashes and sweats, the absence of these symp- 
toms should warn against its existence. In- 
deed, the diagnosis of the menopause should 
be made only by the exclusion of other condi- 
tions and by the exhibition of true meno- 
pausal symptoms and physical changes. This 
diagnosis should not be used as a means of 
explaining symptoms that might well be, and 
frequently are, due to psychosomatie difficul- 
ties unrelated to failing female endocrinie 
function. A present day weakness in clinical 
practice is that of ascribing too many symp- 
toms to the menopause and rushing into hor- 
mone therapy prior to the establishment of 
an accurate diagnosis. This applies to both 
the management of constitutional symptoms 
and that of abnormal vaginal bleeding that 
may accompany the menopausal age. While 
the use of hormone therapy may be indicated, 
it should be instituted only after the possi- 
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bility of general medical and psychosomatic 
difficulties have been disproved and, particu- 
larly, only after serious pelvic pathology has 
been eliminated. 

Even then, hormone therapy is not a 
‘‘must’’, for many patients will accept a care- 
ful and sympathetic explanation of the psy- 
chologic changes and the nervous phenomena 
that attend the menopause along with the ex- 
planation that hormone therapy is a means of 
combating nature’s efforts to effect an en- 
docrinal readjustment that must come sooner 
or later. To administer hormones is simply a 
device for cushioning the reaction and abun- 
dant evidence indicates that such therapy pro- 
longs the period of readjustment. Further- 
more, estrogen therapy is likely to give rise 
to untoward developments, the most import- 
ant of which is irregular uterine bleeding, the 
etiology of which must be determined. While 
this is answered by a diagnostic curettage 
many times, it is not practical to rush mto 
this procedure immediately. In the manage- 
ment of patients with post-menopausal bleed- 
ing, while under estrogen therapy, the first 
step should be a very thorough pelvie exami- 
nation, preferably while the patient is bleed- 
ing. If the blood is seen to be coming down 
the cervical canal, if the lower genital tract is 
clear, and if the internal organs are normal 
to palpation, the next step is the immediate 
withdrawal of all estrogenic therapy. This 
will result in withdrawal bleeding frequently, 
which may continue for one or two weeks. 
Persistence of the bleeding longer than two 
weeks or recurrence of the bleeding during 
subsequent months in the absence of estro- 
venice therapy indicates an immediate diag- 
nostic curettage. When curettage is not indi- 
cated, it is advisable to urge monthly inter- 
views and examinations for at least six 
months; otherwise some patients will fail to 
report what they consider to be unimportant 
staining. While this poliey of delay is reeom- 
mended in the event of vaginal bleeding dur- 
ing estrogen therapy, it is not recommended 
in the event of such bleeding in the absence 
of this therapy. Sixty per cent of the instan- 
ces of spontaneous post-menopausal bleeding 
have been proven to be malignant in origin, 
therefore, its occurrence indicates immediate, 
eareful and complete investigation. 
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Certain conditions contra-indicate hormone 
therapy such as the presence of breast ade- 
nosis, premenstrual tension, small myomata 
or endometriosis, previously treated malig- 
nancy, or a family history of malignancy. If 
estrogen therapy is deemed necessary, the oral 
administration of the natural estrogens is the 
most practical and satisfactory. This is pre- 
ferable to the hypodermic administration 
since it produces a constant level of the hor- 
mone in contrast to the peaks that follow hy- 
podermic¢ injections. It is well to insist upon 
a short period of abstinence, such as three 
weeks of medication and one week of ‘‘vaca- 
tion’’. Patients should be urged to restrict 
the dose to the minimum requirements for re- 
lief of symptoms and gradually to dispense 
with it altogether. Unless this advice is given 
there is danger of estrogen habituation, just 
as that from aleohol or tobacco, which may 
persist for many years after spontaneous re- 
adjustment would have occurred under nor- 
mal circumstances. Other types of hormone 
treatment namely thyroid, progesterone, or 
adrogenic therapy have been suggested. In 
the absence of thyroid deficiency, this medica- 
tion is not indicated. Progesterone does little 
or nothing to relieve menopausal symptoms 
but androgen therapy is effective in a consid- 
erable percentage of instances. It must be 
administered with great care to avoid unde- 
sirable side effects and usually is reserved for 
those patients who present contra-indications 
to estrogen therapy but demand some type of 
hormone medication. Finally, the use of small 
doses of sedatives and antispasmotics, espe- 
cially at’ night, frequently will obviate the 
need for hormone therapy. 

The psychologic changes that accompany 
the menopause are best met by sympathetic 
understanding and reassurance. Many pa- 
tients are relieved by the loss of the nuisance 
of menstruation and the assurance of infer- 
tility—but on the other hand—much resent- 
ment arises—chiefly against the obvious fact 
of growing old, with loss of menstruation, ten- 
deney to obesity, unpleasant menopausal 
symptoms, and the fear of inadequacy. Added 
to this—largely due to modern propaganda— 
is the fear of cancer that seems to exist, to 
greater or less degree, in the minds of all post- 
menopausal women. Immediate reassurance is 
in order as to all the fears except the latter— 


+ 
a 
‘ 

Sew 

wis 
ie 
ee 

4 
f 
: 

{4 

: 

: 

q 

: 
’ 

2 

a 

i: 


May, 1952 


the fear of cancer—which should not be dis- 
pelled until the physician by detailed history 
and complete physical examination including 
gynecologic examination has assured himself 
that no detectable cancer exists. Then he is 
free to reassure his patient. The sense of in- 
adequacy is best handled by sympathetic un- 
derstanding, explanation, and encouragement. 
If weight is the problem, dietary and exercise 
regimens with fluid and salt reduction, are 
far better than the use of estrogenic pills, 
anorexic tablets or other hormone injections. 

Local Changes. The post-menopausal al- 
terations include atrophic changes in the 
breasts with a definite increased incidence of 
malignant neoplasia. Indeed, 45 per cent of 
the breast cancers appear after the meno- 
pause. The pelvic alterations consist of many 
local evidences of the withdrawal of ovarian 
secretion. Among these are atrophic changes 
in the vulvar skin and in the vaginal walls 
with reversal of the vaginal reaction from 
acid to alkaline. Local contractures, or con- 
versely great increase in previously existing 
relaxations of the pelvie floor are common de- 
velopments. The vulvar atrophy may produce 
mild pruritis, but intense persistent pruritis 
vulvae is more likely to result from leucorr- 
heal discharge, glycosuria with mycotic infee- 
tion, leucoplakie changes, or from local sen- 
sitivity to wearing apparel, highly scented 
soaps or bath salts. This symptom requires 
careful examination with particular attention 
to the possibility of leueoplakie changes of 
the vulvar skin. When, by exclusion, the diag- 
nosis of unexplained pruritis vulvae is made, 
it usually will respond to warm sitz baths 
and to the local application of bland oint- 
ments. Estrogenie cream has been advised for 
this symptom and it may be safe if the exist- 
ence of leuecoplakia has been eliminated. The 
presence of this condition, however, contra- 
indicates estrogenic creams and _ indicates 
biopsy. 

Post-menopausal vaginal changes predis- 
pose to infection with the development of so 
called atrophie vaginitis. This condition gives 
rise to a purulent discharge that often is irri- 
tating locally and depressing phychologiecally. 
The diagnosis of atrophie vaginitis is made by 
the exclusion of other conditions that might 
give rise to leucorrheal discharge such as tri- 
chomonal or monilial vaginitis, or more seri- 
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ous pathologic changes in the vagina, the cer- 
vix or the endometrial cavity. If the vagina 
presents the typical appearance of atrophic 
vaginitis, namely moderate redness with nu- 
merous petechial areas that ooze on trauma 
with cotton, the practical procedure is to treat 
this condition actively; and if the staining 
does not clear up after ten days or two weeks, 
a diagnostic curettage is indicated. The treat- 
ment of atrophic vaginitis consists of the use 
of acid douches (lactie acid or vinegar) and 
the periodic vagina! instillation of estrogenic 
vaginal suppositories or of an estrogenic vag- 
inal cream. By applying the cream or sup- 
positories locally, effective therapy is insti- 
tuted without the risk of the untoward results 
following oral or parenteral estrogen therapy. 
Loeal contractures are especially likely to 
give rise to distressing local discomfort, plus 
dyspareunia, in nulliparous patients who were 
married late in life. A similar situation may 
arise following extensive plastic repairs that 
are done shortly before or after the meno- 
pause. These symptoms may be relieved by the 
frequent use of sitz baths, warm douches, and 
by the local instillation of estrogenic vaginal 
cream. Occasionally, it is necessary to resort 
to incision, but this should be avoided, if pos- 
sible, for the resultant sear is likely to exag- 
gerate rather than to relieve the symptoms. 
If operation is done, it is well to prepare the 
patient for surgery by the preoperative use of 
estogeniec cream locally in order to facilitate 
rapid healing. It also is well to advise local 
estrogens and resumption of marital relations 
as soon as the operative area has healed. 
Patients who have moderate childbirth re- 
laxation, particularly those with heavy phy- 
sical duties, often develop increased relaxa- 
tion following the atrophy that accompanies 
the menopause, with the appearance of symp- 
toms that require attention. While astringent 
douches and local tamponade may bring tem- 
porary relief, mechanical support is required 
usually by means of either a vaginal pessary 
or surgical correction. The use of a pessary is 
advised when the constitutional condition of 
the patient prohibits operative intervention. 
With modern surgical methods, the safety of 
vaginal repair has reached a point at which it 
rarely is necessary to condemn a patient to 
an unhappy pessary life. Here, it is well to 
point out that the approach to pelvie relaxa- 
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tion, with or without descensus of the uterus, 
is by way of the vagina and not by way of 
the abdomen. When a vaginal plastic as done 
during the post-menopausal age, care must be 
exercised not to do too much, for the lack of 
resiliency plus the inevitable scar tissue may 
result in great unhappiness even though per- 
fect anatomic restoration has been effected. 

Following the menopause, the internal pel- 
vie organs—the uterus tubes and ovaries, par- 
ticipate in the general atrophy—the ovaries 
are no longer palpable, the uterus is greatly 
reduced in size and usually becomes retro- 
verted. This retroversion is so common as to 
be a normal finding and it rarely produces 
symptoms that require attention. The same 
is true of small myomata that may be diseov- 
ered after the menopause. If the diagnosis is 
certain and if the aggregate size is not over 6 
to 8 centimeters, the myomatous uterus should 
be left alone. This is not true of ovarian en- 
largement, however. Any post-menopausal en- 
largement or nodularity of an ovary, particu- 
larly any recently developed nodularity in 
Douglas cul-de-sac, requires immediate sur- 
gical exploration because of the great likeli- 
hood of ovarian malignancy. 

Early Detection of Malignancy. The most 
important, if not the most obvious portion of 
gynecological care in the post-menopause, is 
that of the early detection of pelvic malig- 
nancy. While the menopause reduces the vari- 
ety of genital hazards, the risk of carcinoma 
is enhanced, Table I shows a review of the 


TABLE I 


Patients with Pelvie Cancer 2219 


1332 (60% ) 


Post-menopausal Patients 


Post-menopausal Patients with 
Delay in Diagnosis 


909 (68% ) 


data accumulated by the Committee for the 
Study of Pelvic Cancer in Philadelphia, that 
is so ably chaired by Dr. John Y. Howson. 
Of 2219 patients with this condition, 60 per 
cent were post-menopausal. 

Nine hundred and nine, (68 per cent) of 
these patients were the victims of delay in the 
diagnosis of malignancy for one month or 
more following the onset of symptoms. The 
distribution of the malignant lesions is seen 
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in Table II. It is noted that cervical cancer 
exceeds that of the endometrium by 10 per 
cent and comprises almost half of the post- 
menopausal malignancies. Unfortunately, cer- 


II 
Committee for the Study of Pelvie Cancer 
Post-Menopausal Patients 
Site of the Lesion 


Number Percentage 


Cervix 


Endometrium 


Ovary 


Vulva 


Vagina 18 
Total 1332 100 


vical cancer has become known as a disease of 
the pre-menopause and endometrial cancer as 
one of the post-menopause. There are no age 
limits for either of these conditions. Indeed, 
Palmer’ in a recent review of 4652 cases of 
cervical carcinoma, found 22 per cent to be 
more than fifty years of age In a similar re- 
view of 957 cases of endometrial cancer, he? 
found 20 per cent to be less than fifty years 
old. Symptoms of cervical cancer, usually leu- 
corrhea or staining, after the menopause re- 
quire complete investigation just as do those 
of endometrial cancer, usually inter-menstrual 
bleeding, prior to the menopause. 


It is also noted that of the 1332 patients all 
except 121—those with ovarian malignaney— 
must have experienced some sort of discharge 
from the genital tract either purulent, purulo- 
sanguineous, or actual bleeding. Malignant 
lesions of the tubular genital tract character- 
istically cause either discharge, staining, or 
actual bleeding long before the development 
of pain. In view of this fact, it seems strange 
that such a high percentage of these patients 
either allowed themselves, or were allowed, 
to procrastinate for more than a month before 
the presence of malignancy was discovered. 
Any type of discharge from the genital tract 
after the menopause indicates immediate in- 
vestigation. The notion that examination 
should not be done while bleeding is in evi- 
dence is fallacious. Indeed, examination at the 
time of the bleeding is highly desirable, for 
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frequently it permits prompt identification of 
the source of the blood and the early institu- 
tion of treatment. 

The vulvar and vaginal malignancies com- 
prise five per cent of the total number. Prog- 
nosis for these conditions, which are prone to 
develop after the menopause, is notoriously 
poor. A large factor in the poor prognosis is 
the advancement of the lesion before it is 
recognized. Another important element is the 
common association of vaginal carcinoma with 
malignancy of the upper genital tract. Since 
ninety per cent of vaginal carcinomas are 
metastatie in origin, the appearance of such 
a lesion indicates thorough investigation of 
the upper genital tract and if this is negative, 
of the breasts and the entire gastro-intestinal 
system as well as the urinary tract. 

Because sixty eight per cent of these pa- 
tients were not diagnosed for more than a 
month, it seems wise to itemize the sites of the 
disease in relation to the delay. This is done 
in Table III. The incidence of delay was high- 


TasBLe III 


Committee for the Study of Pelvic Cancer 
Post-Menopausal Patients 
Delay Versus No Delay in Regard 
to Site of the Lesion 


Site Delay No Delay 


225 (35% ) 


139 (25% ) 


418 (65% 
361 (75% ) 


Cervix 


Endometrium 


Ovary 77 (64%) 44 (36%) 


41 (82%) 9 (18%) 
Vagina 12 (66% ) 6 (34% ) 
Total 909 (68%) 423 (32%) 


Vulva 


est in vulvar carcinoma. Characteristically 
this lesion occurs in older people, who, despite 
such symptoms as itching, burning, slight 
staining, and even the appearance of an ulcer, 
are loathe to submit to pelvic examination. 
Another cause of delay is the tendency of 
some physicians to treat this condition with 
salves and creams in lieu of a definite diag- 
nosis. The lowest incidence of delay is seen in 
ovarian malignancy. This is due to the in- 
sidious nature of ovarian carcinoma which 
commonly reaches the inoperable stage prior 
to the development of symptoms. Since this 
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is the case, some gynecologists have recom- 
mended the extirpation of normal ovaries at 
the time of laparotomy when the patient is 
past forty years of age. We cannot condone 
this policy, for we believe that it is better to 
avoid the surgical menopause by conserving 
ovarian tissue and by re-examining the pa- 
tients at regular intervals. By so doing, the 
very occasional ovarian enlargement may be 
detected in time for effective treatment. 
Little good comes from the presentation of 
these figures, unless the reasons for the delay 
are determined. The Committee for the Study 
of Pelvic Cancer, in analysing the responsibil- 
ity for the delays, found that 22.4 per cent 
lay at the doorstep of the physician, 22 per 
cent were due to combined procrastination on 
the part of both the physician and the patient, 
and 55.6 per cent resulted from failure of the 
patient to report symptoms or from her fail- 
ure to accept the physician’s advice, which 
usually consisted of hospitalization and fur- 
ther investigation. (Table IV). Indeed, the 


TaBLe IV 
Committee for the Study of Pelvie Cancer 
204 (22.4% ) 
201 (22.0% ) 
504 (55.6% ) 
Total 909 (100% 


Delay Physician Alone 


Delay Physician and Patient 


Delay Patient Alone 


hospitals are not entirely clear. In 31 of the 
909 delay patients, (314 per cent), a hospital 
staff member contributed to the delay in diag- 
nosis and treatment. Usualiy this resulted 
from diagnostic failure in the Out-patient 
Clinie or from treatment of a patient for an 
irrelevant condition without preliminary his- 
tory and examination to eliminate the possi- 
bility of genital malignancy. The reasons for 
delay in the diagnosis of malignancy are vari- 
ous, both as to the physician and as to the 
patient. The regular meetings of the Commit- 
tee for the Study of Pelvic Cancer are attend- 
ed by the responsible physicians and they 
have revealed many interesting facts. The 
problem of the general practitioner is difficult 
beeause of the failure of patients to report 
symptoms or because of their refusal to sub- 
mit to preliminary examination or to accept 
the suggestion of further study. On the other 
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hand, the physicians’ delay is due in many 
instances to his failure to obtain an adequate 
history or to do a complete physical examina- 
tion including pelvie examination and digital 
exploration of the rectum. Finally, misinter- 
pretation of symptoms and unwarranted reas- 
surance by the physician before he has ascer- 
tained the origin of symptoms accounts for 
many delays in the diagnosis of genital mal- 
ignancy. 

The answer to the problem is two fold, 
namely, a thorough history and adequate ex- 
amination. A general history with detailed 
questions as to the genital tract is essential. 
This should include questions as to recently 
acquired discomfort or pain in the pelvic area, 
dystunction of adjoining organs (the bladder, 
the rectum, or the anus), the recent develop- 
ment of an area of ulceration, a bump or an 
enlargement, and finally, the appearance otf 
any type of discharge from the genital tract. 
Due to the withdrawal of secretive function 
any discharge from the post-menopausal gen- 
ital tract is pathologic. While this may result 
from unimportant developments, such dis- 
charge, particularly if bloodstained, should be 
considered as suggestive of malignancy until 
careful examination has eliminated its exist- 
ence. The second half of the answer lies in the 
regularity and in the thoroughness of the 
examination, Preventive medicine is on the 
upswing, as is the concept of the early detee- 
tion and treatment of malignaney. No more 
fruitful field of endeavor exists than that in 
the post-menopausal age of women, in which 
60 per cent of the genital malignancies occur. 
The average length of life of women in 1950 
is 6S years, and the mean age of the meno- 
pause is 48 years. During the twenty vears 
following the menopause 6 out of 10 malig- 
nancies occur In contrast to 4 out of 10 dur- 
ing the preceding 48 years. Because of the 
tendency of women at this age to procrasti- 
nate and even to coneeal symptoms the most 
effective means of both the prevention and the 
early detection of malignaney is that of regu- 
larly spaced and completely detailed histories 
and routine complete examinations of the en- 
tire genital tract including the breasts and the 
rectum. The present day recommendation is 
that every woman past 40 vears of age should 
be accorded the benefit of this service every 
six months. In the past this policy might have 
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been misinterpreted, but the recent tremen- 
dous lay propaganda and the widespread a*- 
ceptance of the cancer detection clinics prove 
that such a plan will be eagerly accepted by 
the great majority of intelligent women, By 
instituting this plan, we physicians will be 
fulfilling our obligation to our patients in the 
detection of malignancy either before it gives 
rise to symptoms or before it has advanced 
beyond the stage of effective therapy. 

3400 Spruce Street 
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DISCUSSION 

Dr. S. W. Rennie (Wilmington): Usually 
in these meetings there is a paper that is down 
to earth, and every one gets something out of 
it. This paper we have just heard I think is 
in that category. 

As Dr. Kern stated not long ago in Phil- 
adelphia, not many people, especially women, 
like to be eataloged as ‘‘ growing old’’ so there- 
fore he thought that the science of care of the 
old is not going to be pushed too hard and 
not many practitioners are going to take 
that up. However, every practitioner, whether 
a general practitioner or specialist, has to 
recognize certain physiological changes which 
oceur in age, and realize that these are not 
pathological. 

I wish to emphasize Dr. Payne's words 
about malignancy, a condition which is al- 
ways to be watched for, certain office pro- 
cedures, such as the Papanicolaou smear, 
endometrial biopsy of cervix before it is eau- 
terized, the endometrial biopsy with the small 
curettment, examination of the breasts, ete., 
are simple procedures and often reveal path- 
ology. 

It is interesting to look back on certain 
cases and reflect what could have been done 
to help those women who are in some emo- 
tional distress. The psychiatrist perhaps is 
the final answer to many of these cases, but 
there are borderline cases in which the emo- 
tional unrest can be helped by all of us, espe- 
cially the gynecologist. 

It is unfortunate that sometimes certain 
gynecologists will examine a woman and tell 
her there is nothing wrong with her and out 
she goes. He never takes time to talk to her. 
A nervous, tired woman comes in with a low 
hemoglobin; she may have a malignancy. 
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However, in taking the history of such con- 
dition, if it has been of long duration it is 
probably functional in character, and perhaps 
the history may elucidate the things that are 
causing this condition, or the general condi- 
tion can be worked upon, and many of these 
women can be helped if the trouble is taken 
to get a good history. Many women have more 
trouble in their mind than in the pelvis. A 
woman who is mentally stable, who has been 
an insensitive type, may have no difficulty at 
all with the menopause. On the other hand, 
all kinds of troubles may arise in the woman 
who has been more or less depressed—she has 
been a trying problem to her family, and this 
type many times develops even an involutional 
melancholia and all types of distresses which 
are taken care of by the psychiatrist, if that 
goes on. 

There are many causes which contribute to 
this. Widowhood, loss of husband’s affection, 
loss of sexual love, loss of feeling that she is 
needed around the house, insecurity, and so 
on, that she believes is developing in her mind. 
The types of symptoms which do occur are 
many. Also, I might say, sometimes the loss 
of a uterus. For instance, the patient is oper- 
ated upon, perhaps for a benign tumor. But 
if this woman can be talked to before and 
have explained to her what the condition is, 
and what her outcome is going to be, I believe 
many of the psychic distresses and emotional 
unrests which frequently oceur after the hys- 
terectomy can be avoided. 

We often see cases with diarrhea, for in- 
stance, rigidity, vomiting, gastric upsets — 
all perhaps brought on by reason of an emo- 
tional background, which is menopausal in 
that particular patient. Pathological changes 
are not too difficult to determine if a good ex- 
amination is done. But the neuroses are ter- 
rifie and difficult at times, and it is among 
these menopausal patients that most of these 
conditions are found. 

So I must say, do not rely entirely upon 
hypodermic estrogenic therapy to relieve these 
patients, because it won’t do it. To correct 
these symptoms I think it is necessary to sit 
down and talk to these patients, and if you 
allow them to talk they will really tell you 
what is wrong with them. And, emphasizing 
Dr. Payne’s remarks on malignaney, a 
thorough checkup, pelvically, reetally, and 
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the breasts, is indicated as a routine pro- 
cedure at the office, and I believe a great 
many of our pathological conditions will be 
detected. On the other hand, we do find 
certain emotional conditions that I think are 
very difficult to undertake. 

Dr. A. H. Seecar (Wilmington): Dr. 
Payne has stressed the frequency of carcinoma 
in the post-menopausal woman and the delay 
by the patient and the physician in the diag- 
nosis and treatment of the condition and we 
must keep trying to prevent these costly de- 
lays by education of the public to symptoms 
and to routine examinations and the education 
of the physician to doing pelvie examinations 
to make an early diagnosis. 

However, what has interested me even more 
is trying for something even better than this; 
that is for segregating out those people who 
are most apt to develop pelvic cancer even be- 
fore this cancer occurs. 

Dr. Payne pointed out that 95% of women 
have hot flushes at the time of the menopause, 
but what of the other 5%? Those are the 
women who maintain high estrogen levels 
through and after the menopause. These 
women with a late menopause, the bloody 
menopause without hot flushes, with little or 
no pelvie organ atrophy after the menopause, 
are the ones who should be watched with the 
greatest care for corpus cancer, for it is in 
this group that the bulk of the corpus cancer 
is noted. 

Clyde Randall once said that he had never 
seen a case of corpus carcinoma in a woman 
with marked vaginal atrophy, in a woman 
whose vagina stained poorly with Lugol's so- 
lution. There may be some such cases but they 
are relatively rare. These women, then, should 
be watched very closely for corpus cancer. 

In cancer of the cervix, the job is somewhat 
easier. If non-invasive cancer of the cervix is 
present for 6-12 years before invasive cancer 
develops, then routine office biopsy of the ap- 
parently normal cervix should assure diagno- 
sis at a time when the cure rate is 100%. Such 
diagnosis is far preferable to waiting until 
eancer oceurs. Gusberg has shown that such 
routine biopsy yields 2% cancer in situ of 
the apparently normal cervix. 

Dr. J. W. Barnuart (Wilmington) : I just 
wanted to ask a couple of questions of Dr. 
Payne. Many of us practicing medicine have 
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done only general physicals, including pelvies, 
which I think should be done, but in all our 
examinations I have often wondered if we are 
doing an adequate examination, and doing 
right by our patients. 

The question is, with the practicing phy- 
sician in the office: is endometrial biopsy a 
justified procedure? 1 have often felt it is a 
kind of meddlesome type of surgery. And as 
to curettage, I feel that if there is need for 
curettage that it should be a thorough curet- 
tage, not an office curettage. 

Another thing, in passing—on the presence 
or absence of pelvie malignancy in general 
medicine, with the difficulty of the Papanico- 
lau stain, is routine stain his regular pro- 
cedure? And I have often wondered if it is 
justifiable to charge the patient five dollars 
for this added study? I would like to know Dr. 
Payne’s impression on these two studies. 

Dr. PayNeE: To answer the two important 
questions asked by Dr. Barnhart: 

No. 1, as to endometrial biopsy. I do endo- 
metrial biopsies in my office very frequently, 
but I do them for the sole purpose of study- 
ing the physiology of the endometrium in pre- 
menopausal women. After the menopause, 
such a procedure would be an extremely dan- 
gerous one, and, furthermore, any attempt to 
rule out the presence of endometrial malig- 
nancy by endometrial biopsy will fail in the 
vast majority of instances, for the reason that 
the likelihood is that you don’t get the entire 
lining of the uterus. 

The only way to be sure the patient doesn’t 
have endometrial cancer is to put her to sleep 
in the hospital, scrape inside of the uterus as 
thoroughly as you possibly can; not by an 
office curettage or office endometrial biopsy. 

As to the Papanicolaou stain: I wish I 
trusted the results of that stain or smear as 
much as some of my friends do. I wouldn’t 
have to work nearly as hard. I am quite cer- 
tain, though, that if my wife had spotting 
after menopause, | would not depend on Pa- 
panicolaou stains. There have been too many 
false positives and too many false negatives. 
It may be all right for a routine use, as with 
cancer detection clinics, who are seeing thou- 
sands and thousands of patients, but when 
you come down to the actual question: Does 
this patient have endometrial malignancy ?— 
scrape the inside of the uterus and send the 
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sample to a good laboratory. Then you know. 

Dr. Rennie feels just as I do about the man- 
agement of patients at this age. I did general 
practice for eight years before I limited my 
work. It was the best eight years I ever spent, 
and I am quite certain that I am a better doc- 
tor for it. I appreciate the problems with 
which the general practitioner is confronted, 
but I do believe now, in contrast with twenty 
years ago, it is easier for the general practi- 
tioner to persuade patients to submit to regu- 
larly-spaced gynecological examinations. 

Therefore, I think that it is our job, if they 
do object to these things, to educate them to 
the point at which they will aecept such ex- 
aminations so that we can pick up any geni- 
tal malignancy, including the breasts, before 
it is advanced to the point at which we can 
do nothing therapeutically. 


POTENTIAL DANGERS FROM INCOM- 
PLETE EXAMINATION OF THE 
PREGNANT WOMAN* 

J. Ropert Witison, M. D.** 
Philadelphia, Pa. 

The steady decline in maternal mortality 
from 58 per 10,000 live births in 1935 to 12 
in 1948 is in part the result of the recognition 
of the value of careful prenatal supervision. 
In addition to the decrease in mortality the 
number of women ineapacitated as a result 
of pregnancy, although not statistically obvi- 
ous, is substantially less. Supervision during 
the prenatal period constitutes only a part of 
total obstetric care and in itself may be less 
important in the prevention of death than 
eare during labor and delivery. Careful 
evaluation of the prenatal patient will how- 
ever indicate those in whom an abnormality 
is present or may subsequently develop and 
thoughtful management during the pregnancy 
will aid in detecting complications at their on- 
set. A program aimed at the recognition of 
any condition which may interfere with the 
normal course of pregnancy or which may 
make pregnancy dangerous for the patient 
will aid in reducing death and disability. 
Ideally such a program should include com- 
plete pre-pregnancy evaluation of the pros- 
pective mother since in certain instances con- 


*Read before the Medical Society of Delaware, Wilming- 
ton, October 10, 1951. 

**Head, Department of Obstetrics and Gynecology, Tem- 
ple University School of Medicine. 
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ditions which either temporarily or perma- 
nently contraindicate pregnaney may be pre- 
sent. Discovery at this period may permit 
their correction after which pregnancy may 
be safer for both mother and infant. 

Evaluation of the pre-pregnant or prenatal 
patient must include 1) a complete systemic 
history and physical examination, 2) a pelvie 
examination including visualization of the 
cervix through a vaginal speculum, 3) inter- 
nal manual evaluation of pelvic size, 4) a 
miniature chest film or at least fluoroscopy, 
5) examination of the urine for protein and 
sugar, 6) determination of the hemoglobin or 
hematocrit, 7) determination of the blood 
Wassermann reaction and 8) determination of 
the Rh factor. This routine is possible in any 
physician’s office and if it is systematically 
carried out on each patient few pathologic 
conditions will be overlooked. It is not un- 
common that ‘‘ prenatal eare’’ is administered 
for several weeks or even months to women 
who are not pregnant. Although amenorrhea 
is characteristic an accurate diagnosis of preg- 
naney cannot be made without complete pel- 
vie examination. Should there be a question 
as to the presence of a pregnancy at the ini- 
tial visit repeat pelvic examination in two or 
three weeks usually will reveal the true state 
of affairs. If the uterus has softened and in- 
creased in size during the interval it is likely 
the result of a pregnancy, whereas if it is un- 
changed one should be suspicious that the 
amenorrhea is on some other basis. Biologic 
tests are expensive, not always accurate and 
may be confusing rather than helpful. Until 
it is definitely proven that a pregnancy exists 
one should not launch the patient upon the 
course of prenatal care. 3 

Certain medical conditions may be so early 
or so mild that they do not affect the normal 
activities of the nonpregnant woman; preg- 
nancy however may increase their severity or 
the normal changes associated with gestation 
may influence their course. In most instances 
such lesions are detectable by complete his- 
tory and careful examination. 

In most large obstetric clinies reduction in 
deaths from hemorrhage and infection has in- 
creased the importance of cardiac disease as a 
cause of maternal mortality. That these deaths 
can be substantially reduced by careful pre- 
natal supervision is proven beyond doubt; 
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this can however be accomplished only if the 
lesion is recognized. The normal physiologic 
changes associated with pregnancy add to the 
eardiaec load and may increase symptoms 
which have been minimal in the nonpregnant 
state or may precipitate them in women who 
have been asymptomatic and unaware of ear- 
diae pathology. Such changes include in- 
creases in plasma volume which may average 
20-25 percent at its peak late in pregnancy, 
in size of the vascular tree, in cardiae output 
and in general metabolism. If eardiae disease 
is detected early a planned regimen of super- 
vised rest, protection from infection, pre-de- 
livery hospitalization and digitalization when 
indicated will reduce both maternal and fetal 
mortality. In addition therapy which may 
be contraindicated for the cardiac patient can 
be avoided as is illustrated in the following 
case report: 

L. F., age 32, white, Para ii, Gravida iv, 
was first examined at the eighth week of her 
fourth pregnaney. The past history revealed 
no symptoms suggesting a cardiac lesion or a 
previous rheumatie infection. Two earlier 
pregnancies had terminated normally and one 
by abortion. A harsh cardiae murmur was 
described but a diagnosis of heart disease was 
not made. At the 20th week of pregnancy the 
patient was admitted to the hospital with a 
severe pyelonephritis which had been present 
for 5 days. Because of dehydration 10% glu- 
cose waS administered rather rapidly intra- 
venously. After 1500 ce. of fluid had been 
given she developed cyanosis, dyspnea and 
pulmonary edema. The cardiae decompensa- 
tion was treated and the patient ultimately 
was delivered at term after spending the rest 
of the pregnancy at almost complete bed rest. 

Pulmonary tuberculosis may be present in 
a stage so early that the lesion is undetect- 
able by physical examination alone. If chest 
x-rays are taken of every prenatal patient a 
number who have early infections not c¢linie- 
ally obvious will be found. The mortality rate 
from pulmonary tuberculosis first discovered 
after a pregnancy is high because the lesions 
often are advanced. If proper therapy is ini- 
tiated early the maternal mortality will be 
reduced and contact infection of the newly 
born infant may be prevented. 

Essential hypertension complicated by 
pregnancy may be responsible for maternal 
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death from abruptio placenta, cerebral hem- 
orrhage and superimposed pregnancy tox- 
emia. In those with signs of vascular degenera- 
tion in the retinal vessels reduced renal fune- 
tion and blood pressures above 200/110 the 
risk from pregnancy is so great that early 
interruption must be considered. The lesser 
degrees of hypertension are not necessarily 
incompatible with pregnancy but suggest that 
hospitalization and thorough evaluation of the 
patient is necessary. Such evaluation should 
include general physical examination, eye 
ground studies, urine examination, urine con- 
centration and urea clearance tests, determi- 
nation of the blood urea nitrogen level and 
multiple blood pressure recordings. Should 
these studies reveal no remarkable deviation 
from the normal pregnancy may be allowed 
to continue but supervision must be careful. 
Since serious complications occur fre- 
quently mere recognition of hypertension is 
insufficient, rather a careful prenatal program 
including frequent visits, weight control and 
rest should be planned and discussed with 
the patient. Here again by pre-pregnancy 
evaluation those whose vascular system is so 
damaged that pregnancy is contraindicated 
could be detected. This point is illustrated 
in the following case history: 

E. W., white, Gravida i, Age: 32, had been 
married 5 years without conceiving. Complete 
infertility studies revealed a low basal meta- 
bolic rate in the patient and reduced sperm 
count in the husband. After therapy the pa- 
tient became pregnant and only then was 
severe hypertension discovered. The patient 
was then referred to us for evaluation and 
treatment. The blood pressures in the hos- 
pital averaged 210/105, examination of the 
ocular fundi revealed organic changes in the 
vessels compatible with long standing hyper- 
tension and orthodiagram showed moderate 
cardiac enlargement. It was our opinion that 
continuation of the pregnaney would subject 
the patient to an undue risk and termination 
was advised. 

Diabetes mellitus may first be recognized 
during pregnaney and is to be suspected if 
sugar is found in the urine. The fetal mortal- 
ity associated with untreated diabetes may be 
as high as 50-60 percent; both this and the 
increased maternal mortality can be substan- 
tially reduced by careful management. The 
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presence of reducing substances in the urine 
is not uncommon during pregnancy and may 
represent lactose which is produced normally 
by the mammary glands during pregnancy 
and is of no consequence. While glycosuria 
can oceur in the normal individual due to the 
physiologic depression of the renal threshold 
for glucose it may also indicate diabetes. The 
latter can only be eliminated by a glucose 
tolerance test which is indicated in every pa- 
tient in whom a positive urine test for sugar 
is detected. The history may be suggestive in 
that large babies are characteristic of diabetes 
or the prediabetic state; although all women 
who have had infants weighing 9-10 pounds 
do not have diabetes such a history indicates 
the need for careful investigation. 

Anemia during pregnancy is common but 
all patients in whom the hemoglobin reading 
is reduced are not necessarily abnormal. The 
physiologic increase in plasma volume dilutes 
the blood sufficiently to lower both the red 
cell count and the hemoglobin although the 
total amounts of these blood elements actu- 
ally are increased. Thus the lower normal 
limit of the hemoglobin reading during preg- 
nancy is 10 grams, far below that for the non- 
pregnant woman. Correction of true anemia 
is important because a patient whose count is 
low can die as the result of hemorrhage which 
might not have affected her had the blood 
been normal. A blood count during each tri- 
mester of pregnancy, the last one within a 
month of term, will indicate those who re- 
quire therapy. Iron preparations are less ef- 
fective in the pregnant than the nonpregnant 
woman hence transfusion is more often neces- 
sary. If the hemoglobin falls below 10 grams 
and does not respond to iron therapy, trans- 
fusion must be considered. In most instances 
blood should be administered without prelimi- 
nary iron treatment if the hemoglobin is less 
than 9 grams. The results of prepregnancy 
detection and treatment of anemia are far 
superior to those from therapy arising during 
the gestation period. 

Rh negative women may have become sen- 
sitized during a previous pregnancy or from 
transfusion with Rh positive blood. Erythro- 
blastosis in the infant will result from such 
sensitivity and since there is no preventive 
treatment for this condition preparations 
must be made for treatment of the infant. 
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Immediate postdelivery transfusion of the 
baby offers the main hope for survival but 
unfortunately is not always successful. All 
Rh negative pregnant women should have the 
antibody titer determined during pregnancy 
in a reliable laboratory since this will indicate 
those whose infants may be affected. Here 
again pre-pregnancy titer determination will 
indicate those who have been sensitized and in 
these pregnancy should be postponed. 

Syphilis has little affect upon pregnancy 
as far as the mother is concerned but it may 
be lethal for the fetus. If syphilis is diag- 
nosed and properly treated prior to the mid- 
dle of pregnancy the fetus is protected in 
almost every instance. Blood for serologic test 
should be drawn at the first prenatal visit and 
treatment initiated at once should the infeec- 
tion be present. Penicillin administered late 
in pregnancy will arrest the disease in the 
fetus but, of course, will not correct damage 
already done. Treatment, therefore, must be 
started whenever the diagnosis is made re- 
gardless of the stage of the gestation. 

In addition to the medical complications 
discussed above there are other more localized 
conditions which may interfere with normal 
pregnancy or delivery. Contracted pelvis has 
little or no effect upon the course of the preg- 
nancy before the onset of labor, however in 
order to anticipate the type of delivery pre- 
natal evaluation of pelvie size and shape is 
important. At the time of the initial pelvic 
examination internal measurements which in- 
clude an estimation of the diagonal conjugate, 
palpation of the lateral pelvis at the inlet, 
estimation of the length of the ischial spines 
and the slope of the side walls are taken. The 
classical external measurements of the bony 
pelvis are no longer taken in our elinie or 
practice since they are almost valueless in es- 
timating the size of the pelvic cavity through 
which the baby must pass. The outlet often is 
neglected although its adequacy is of utmost 
importance for the vaginal termination of 
labor. If late in labor the outlet is found to 
be too small to permit delivery the infant 
may be lost, whereas if a small outlet is recog- 
nized before the onset of labor this catastro- 
phe may be prevented. Measurements of the 
outlet include an estimation of the pubic 
angle which should be greater than 85-90° 
or sufficiently wide to permit the insertion 
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and slight separation of 2 fingers, measure- 
ment of the distance between the ischial tu- 
berosities and palpation of the lower sacrum 
and coecyx. ‘‘Resistant’’ perineal soft tissue 
offers little difficulty since it can be incised. 

X-ray pelvimetry offers little for the ordi- 
nary obstetric patient but can be of great im- 
portance if the pelvis is abnormal, the fetal 
size excessive or the presentation unusual. 
Preliminary manual measurement of all pel- 
ves will indicate those in which a more pre- 
cise evaluation is indicated. If x-ray pelvi- 
metry is necessary the time at which it will 
give the most information is during labor 
since then the relationship between the size 
and position of the presenting part and the 
pelvis ean be determined. X-rays taken early 
in pregnancy are of little value during labor 
since they give no indication of the size of 
the infant which must pass through the pelvis. 

Ovarian neoplasms are not frequently en- 
countered in pregnant women but should such 
a tumor be present it may prevent vaginal 
delivery. These tumors may be detected at the 
initial examination and should be removed 
at about the 14-16 week of pregnancy. Re- 
moval at this time is indicated in order that 
an exact diagnosis may be made, to prevent 
twisting and necrosis during pregnancy and 
to prevent obstruction of the pelvic inlet. De- 
liberate selection of cesarean section and cys- 
tectomy at term as a method of treating a 
neoplasm diagnosed early in pregnancy is 
unwarranted since an unnecessary cesarean 
section will be performed leaving a scar in 
the uterus, thereby subjecting the patient to 
the danger of rupture in subsequent pregnan- 
cies. On the other hand failure to examine 
the patient and to detect a tumor blocking 
the pelvis prior to the onset of labor makes 
such a procedure mandatory. Unrecognized 
ovarian cysts may, after the uterus empties 
itself, undergo torsion on the pedicle and ne- 
crosis making an emergency operative proced- 
ure during the puerperium necessary. 

Cancer of the breast, uterine cervix or 
other organs is not common but if unrecog- 
nized may grow rapidly under the stimulus of 
the pregnancy. Complete physical and pelvic 
examination will indicate those patients in 
whom there are suspicious lesions; the diag- 
nosis may then be confirmed or excluded by 
suitable biopsy and tissue study. 
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SUMMARY 

Every physician who assumes the responsi- 
bility for the care of pregnant women should 
be prepared to offer her all the refinements 
of obstetric care. The main concern of the 
physician must be to reduce maternal and 
fetal mortality to an absolute minimum and 
to return the mothers to as near the normal 
pre-pregnant state as is possible. Many con- 
ditions which can complicate and increase the 
hazard of pregnancy may be present without 
the patient’s knowledge. Ideally every woman 
contemplating pregnancy should consult her 
physician for a complete pre-pregnancy 
checkup at which time minor abnormalities 
could be corrected, and any condition contra- 
indicating pregnancy could be detected. Un- 
fortunately many patients are educated be- 
yond their doctors because those who seek 
such evaluation often are given a cursory ex- 
amination or none at all only to find after be- 
coming pregnant that a chronie condition now 
is considered to be a serious complication. A 
second choice, and at this time the more com- 
mon, is complete evaluation as early in the 
pregnancy as is feasible. A careful initial 
examination is complemented by subsequent 
investigation which may become necessary to 
evaluate new symptoms or to follow up sus- 
picious conditions previously noted. It is only 
by a carefully planned course of prenatal ob- 
servation and treatment that patients can be 
brought to delivery in the best possible con- 
dition. Such supervision may play an import- 
ant part in reducing maternal and fetal mor- 
tality. 

3400 N. Broad Street 

PRESIDENT WAGNER: The subject is now 

open for discussion. 
DISCUSSION 

Dr. G. H. H. Garrison (Wilmington) : This 
has been an excellent paper and of the type 
that we need more of. To every one that 
handles maternity cases, this paper is full of 
valuable advice. 

In the cardiaes, which should be picked up 
either by history or certainly by physical ex- 
amination at the time of prenatal examina- 
tion, we in this area believe that they should 
be completely worked up and studied by a 
cardiologist. It is from the cardiologist’s re- 
port and frequent consultation that we guide 
our obstetrical care. 
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Tuberculosis in pregnancy is indeed a prob- 
lem, especially in those cases that report late 
for their initial visit, or the early case in 
which the patient is advised to have a thera- 
peutie abortion, yet demands to continue her 
pregnancy. 

Essential hypertension in pregnancy is 
summed up by Cliesley’s paper in the Amer- 
ican Journal of March 1947, in which he stud- 
ied 301 pregnancies, with 218 hypertensions. 
He found the gross fetal loss to be approxi- 
mately 35%; the maternal mortality about 
2%, which at that time was 20 times that of 
the hospital experience at large. 

Among the one-third of the hypertensives 
who developed superimposed toxemia in preg- 
nancy, and about a third did, the maternal 
mortality was 12.2% and a fetal loss of about 
50 per cent, or about three times that of the 
hypertensive who had escaped superimposed 
toxemia. Therefore, pregnancy in a hyperten- 
sive and superimposed toxemia should not be 
allowed to persist, in consideration of either 
the mother or baby, because it is not only fu- 
tile, but the second thing is, you lose more 
mothers than babies by doing it. 

Now, in regard to the anemia in pregnancy, 
it is of interest that if repeated blood cell 
counts are done, there is a relative decrease in 
both of them at about the third and eighth 
month of gestation. The eighth month dip is 
easily understandable because at this time the 
blood reaches its maximal dilution as a result 
of the increase of plasma. Why the third 
month dip, I do not know. 

I would like to ask the essayist how much 
attention he pays to the Rh titre in the 
mother, the initial titre, or if the titre in- 
creases, when does he elect or determine to 
terminate the pregnancy? 

I heartily agree that the clinical external 
pelvic measurements are practically valueless. 
The chief use, if it can be called a use, is that 
of using the big shiney pelvimeter and holler- 
ing numbers to the office nurse. Briefly, you 
can’t tell the diameter of a house by. measur- 
ing the outside walls. 

The psychosomatic nature of the mother 
during pregnancy is important, and it is only 
through a sympathetic attempt to explain in 
a logical manner what could be causing her 
various symptoms that this type of trend can 
be countered. 
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Dr. ANDREW M. Geuret (Wilmington) : 
I understood the doctor to say that he treats 
luetics early in pregnancy, and previous to 
placentation, that is, formation of the pla- 
centa. It was my impression that best results 
were obtained after the formation of the pla- 
centa. 

Then, too, I would like to ask whether he 
still thinks it necessary to re-treat pregnant 
women who previously had had syphilis but 
now are considered to be cured? 

Dr. Witison: I thank the discussants for 
the points they added. 

Certainly the psychosomatics of obstetrics 
involves more than twenty minutes. It is a 
highly important aspect of prenatal care 
which I chose to eliminate, not because I don’t 
think it is important, but simply because there 
was not enough time to get involved in it. 

As to the Rh titers, I am not sure exactly 
what increasing titer means, principally be- 
cause the determination of Rh titer is rela- 
tively inaccurate. I don’t believe we can draw 
too many conclusions from the Rh titer, we’ll 
say. We don’t terminate pregnancy on the 
basis of titer, and in these patients now our 
general tendency is to let them go to term and 
deliver normally, and then to be prepared for 
immediate transfusion of the baby. The baby’s 
blood count is checked, and if it is normal 
or if it is high, then the transfusion is delayed 
temporarily. But the baby is watched con- 
stantly, repeated blood counts are checked 
every few hours, and if it continues to drop, 
the baby is then transfused. 

One of the serious problems of the Rh and 
titer is the fact that they are exceedingly dif- 
ficult and that if they are not run in the prop- 
er manner they are all wrong. There was a 
recent evaluation of Rh titers in various labo- 
ratories over the country, and from one labo- 
ratory a report was returned of no agglutina- 
tion, in some sheep’s blood that was sent to 
the laboratory. Of course, if they are really 
titered properly they would get a positive for 
the patient. So, as far as the Rh titer is con- 
cerned, I am not sure that repeated titers are 
necessary. I think every patient ought to have 
at least one, so that you can be prepared, and 
I think that one ought to be during the last 
trimester of pregnancy to be properly evalu- 
ated. 

As far as the treatment of lues is concerned, 


presumably if a Herxheimer reaction occurs 
with the treatment of lues, the placenta may 
separate. There have been cases reported of 
placental separation with the use of penicillin 
in the treatment of lues in pregnancy. We 
have, however, treated the patient as soon as 
the condition was diagnosed, and so far have 
had no difficulty with the placenta. There 
ean, however, be little harm in waiting until 
placentation has occurred, perhaps 14 or 15 
weeks, because in the classic studies of lues 
during pregnancy those patients in whom 
treatment was started before the twentieth 
week of pregnancy, the infection of the fetus 
was prevented in almost every instance. That, 
of course was done with bismuth and so on. 
I think it would be safer to delay that therapy. 

We have in the past also re-treated all pa- 
tients who have had lues, even though there 
was no sign of infection, and even those that 
have negative serology. However, there is a 
mass of evidence that must amount to at least 
a thousand patients who have been delivered 
without re-treatment. That is, patients are 
treated with penicillin who have been deliv- 
ered without re-treatment, and have been 
free from lues. So I would think if the pa- 
tient has been adequately treated with penicil- 
lin, and if she has a negative serology, that 
re-treatment is not necessary. 


_ THE IMPORTANCE OF EARLY DIAG- 
NOSIS OF BREAST CANCER® 
JoHN F. Hynes, M. D.,** 
Wilmington, Del. 

That early diagnosis is the most important 
factor determining the curability of breast 
cancer is universally accepted. Breast can- 
cer is the commonest cancer affecting women. 
It accounts for one-fifth of the cancer deaths 
in this sex. It oceurs in an organ easily ac- 
cessible for examination, and one which lends 
itself to wide surgical removal together with 
its regional lymph nodes. Why then should 
so many dezths be due to cancer arising in 
the breast? Obviously, the diagnosis is not 
being made in the early, curable stage of the 
disease, 

By definition, the early cancer is small, 
limited in extent, and without distant meta- 


at St. Francis Hospital Staff Meeting, January 
e*Chief, Neoplastic Diseas+s, St. Francis Hospital. 
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stasis. The time factor from onset to treat- 
ment is important, but does not tell the whole 
story. One cancer may grow and spread very 
slowly, and be curable months or years after 
onset, while another of rapid growth may be 
incurable within a few weeks. Rarely, multi- 
centrie origin occurs: this is a bad prognostic 
sign. Pain is usually absent in the breast can- 
cer (a frequent excuse to postpone examina- 
tion on the patient’s part); when present it 
indicates rapid growth and a serious progno- 
sis. 

The size of the primary tumor is also an in- 
dication of the stage of the disease. Several 
years ago Lewis and Geschickter, in a review 
of the Johns Hopkins Hospital cases, found 
that most of the long term cures result when 
the primary tumor is not over 2.5 em. in di- 
ameter (as measured by the pathologist, since 
to palpation the mass is always magnified in 
size by overlying breast tissue and fat). A 
similar relationship between the size of the 
tumor and long term survival ean be shown 
in the series reported below. 

The presence or absence of axillary node 
metastasis is also important in estimating the 
stage of the disease and its curability. The 
truly early cancer has not metastasized to the 
axilla and the prospect of cure is good (75- 
80% in most reports). The presence of one 
or two small metastatic nodes in the axillary 
base immediately changes the picture, and 
when extensive axillary node involvement is 
present only a few cures can be expected by 
the most radical surgery, since unrecognized 
distant metastasis is probably also present. 

Such obviously unfavorable clinical signs 
such as extensive lymphedema of the breast, 
cutaneous cancer nodules, metastatic nodes 
above the clavicle or in the opposite axilla, 
edema of the arm, or distant skeletal or vis- 
ceral metastasis do not come within the scope 
of a paper on early diagnosis. The majority 
of such eases should be classified as advanced, 
inoperable, suitable for palliative therapy 
only. Nor is this the place to diseuss the treat- 
ment of recurrent or metastatic carcinoma, for 
which much may be done by radiation ther- 
apy, hormones and perhaps chemotherapy to 
alleviate symptoms and prolong life in com- 
fort. 

Early diagnosis of breast cancer depends on 
two individuals: the patient, and the phy- 
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sician first consulted. It is my impression that 
patients today are much more alert in detect- 
ing abnormalities of the breast, much readier 
to seek medical advice, and much more insist- 
ent on adequate, thorough examination. It is 
also my impression that physicians are much 
more careful in their diagnostic examinations, 
much readier to entertain the diagnosis of 
cancer, and more willing to get consulting ad- 
vice in doubtful or difficult cases. However, 
the chief causes for delay in diagnosis remain. 
Most often, the patient is singularly indiffer- 
ent to changes in her own breast; how can we 
explain otherwise the large breast mass dis- 
eovered just a week or two before consulta- 
tion? or she may be aware of a mass, but avoid 
consultation out of fear. I believe delay on 
the patient’s part has been reduced consider- 
ably by the educational programs of the Pub- 
lie Health Service, the insurance companies, 
and particularly the American Cancer Soci- 
ety. There remain many women who are not 
reached in this manner, hence I believe the 
physician should instruct his patients in self- 
examination of the breast. Her job, of course 
is not self-diagnosis, but the discovery of 
either breast deformity or breast mass, for 
which she must consult her physician. 

In general, the practicing physicians today 
are keenly aware of the possibility of breast 
cancer and the importance of early diagnosis. 
The old advice ‘‘if it doesn’t bother you, don’t 
bother it’’ no doubt was conditioned by many 
doctors’ conviction that surgery disseminates 
breast cancer, as it does if the advanced, hope- 
less lesion is subjected to surgery. Under pres- 
ent conditions, when surgical cure of the 
early breast cancer is a commonplace, when 
even elderly patients can safely be subjected 
to operation, such advice is rarely heard. Oc- 
casionally, the age of the patient delays diag- 
nosis, aS in one of the cases reported — a 
twenty-four year old woman consulted four 
surgically trained physicians over a three 
month period before a diagnosis of breast can- 
cer was made and radical mastectomy per- 
formed. Another medical error sometimes 
made is inadequate biopsy: the tissue removed 
does not contain the cancer, the patient is re- 
assured, and the cancer grows steadily adja- 
cent to the biopsy sear. I have seen at least 
six such cases, and only one survived five 
years. In one case, a submammary incision 
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was used to reach an upper quadrant tumor 
in a large breast. Finally, the initial surgical 
treatment may be inadequate or improper. 
Kor example, preliminary biopsy followed by 
radical mastectomy without closure of the 
original incision and without change of drapes, 
gowns, gloves and instruments may implant 
cancer cells in the new incision. 
Review or Cases 

In preparing this report the author review- 
ed all his personal cases, as well as those serv- 
ice cases performed by surgical residents un- 
der his direct supervision. The cases were 
analyzed with respect to duration, size of 
primary tumor, presence (and extent) of ax- 
illary node metastasis, and survival. Oper- 
able cases only were considered, since we are 
here concerned with early cancer. A much 
larger group of advanced, primarily inoper- 
able breast cancer and of locally recurrent or 
metastatic cancer was not considered. For the 
years 1937 through 1946 the cases are classi- 
fied as failures (died, or living with recurrent 
disease) and successes (living and well for 
the period of observation). Deaths after the 
five or ten year period, if due to cancer, were 
considered failures; if not due to cancer were 
subtracted only in the survival period in 
which death occurred. No cases were lost from 
observation. 


TABLE I 
Results of Mastectomy for Cancer 


Failures Successes 
Year Total Cases 5 Yrs. 10 Yrs. 5 Yrs. 10 Yrs. 


1937-41 
1942-46 
All Cases 
Followed 10 
5-10 Years 
1947-51 


Total 
Mastectomies 112 


22 (70%) 


15 (to date) 


Of the ten failures among those followed at 
least five years, the average duration of the 
tumor was ten months (1—24 months, 5 more 
than 12 months), the size of the tumor was 1.0 
to 2.5 em. in 3, 2.5-5.0 em. in 3, over 5.0 em. 
in 2, and 2 patients had double primary can- 
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cers. Axillary metastasis was present in 9 of 
the 10 patients. Two failures died from sen- 
ility one and five years after operation with- 
out apparent recurrence. One failure refused 
general anesthesia and had only a simple mas- 
tectomy for a small tumor; though her nodes 
were not then palpable she had axillary node 
recurrence and died of cancer. Three failures 
lived or are living with metastatic disease 
more than five years after operation. 


Of the 22 successful cases the average dura- 
tion of tumor was 4 months (0—12 months, 8 
one month or less), the size of the tumor was 
less than 2.5 em. in 17, from 2.5-5.0 em. in 4 
cases. Axillary metastasis were absent in 14, 
present in 7, uncertain in 1. One 7 year sur- 
vivor was omitted from the calculation of 
tumor size and duration: she had a slowly 
growing gelatinous adenocarcinoma of 7 to 15 
years duration which reached a size of 12 x 
7.5 x 6 em. without metastasizing. One 7 year 
survivor delayed operation 10 months and 2 
years later had a normal term pregnancy. 
Four recent cases have also become pregnant. 

The more recent series, the end results of 
which are not yet apparent, already shows 15 
failures, all but one of which had positive 
axillary nodes, all but 2 of which had tumors 
larger than 2.5 em. However, 4 patients gave 
a month’s history of tumor, 4 others less than 
6 months, none over a year, except one who 
had a breast mass 16 years! The short history 
must mean that these patients had tumors of 
very rapid growth, or failed to notice tumors 
of long standing. 

A palpable mass is the single most import- 
ant sign of breast cancer. This is usually 
sharply defined, but may he obscured by a 
large amount of breast tissue. Very small ean- 
cers may be mobile and simulate adenofib- 
roma; hence all tumors of the breast should 
be excised for diagnosis. So-called chronic 
mastitis is sometimes difficult to differentiate ; 
when the mass seems to be a plaque of mas- 
titis this diagnosis should be deferred until 
re-examination after the onset of the men- 
strual period confirms its cyclic involution. 
Cysts of the breast under tension, particularly 
when imbedded in mastitis, sometimes simu- 
late solid tumors. Here aspiration is of value. 
If the mass completely disappears after as- 
piration of clear, opalescent, or milky fluid, it 
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may be considered a cyst, but re-examination 
after a month or two is always advisable. 
Should bloody fluid be obtained, the possible 
presence of cancer must be ruled out by sur- 
gical biopsy. 

Deformity of the breast or nipple is the 
second important diagnostic sign. Sometimes 
the cancerous breast is larger or more promi- 
nent than its fellow. More often there is ele- 
vation of the breast, deviation of the nipple, 
or retraction of the nipple toward the tumor. 
This is best recognized with the patient sit- 
ting in a good light with both breasts exposed. 
Elevation of the arms, pressure on the hips 
with arms akimbo, or forward bending with 
arms elevated, frequently exaggerates the de- 
formity, which may be no more than slight 
flattening of the breast adjacent to the cancer. 
Whenever deformity of breast or nipple is as- 
sociated with a mass, cancer is the most likely 
diagnosis. Dimpling of the skin over a cancer 
is not always apparent unless the skin is fixed 
with the fingers of one hand and the tumor 
displaced with the other, and is best seen with 
oblique illumination. 


Bleeding or brownish discharge from the 
nipple is due to cancer in about 25% of cases. 
Most commonly, a lacteal duct papilloma is 
the cause. Papillomas, of course, should be 
excised asa possible precancerous lesion. Often 
they are difficult to palpate and are most eas- 
ily loeated by inserting a lacrimal duct probe 
into the bleeding duct and excising the probe. 


Axillary lymph node enlargement is of 
prognostic importance, but its absence should 
not influence us in the diagnosis of early 
breast cancer. By definition, the early cancer 
should not have spread to the nodes. Like- 
wise, such signs as edema of the breast, fixa- 
tion or umbilication of the nipple, and ulcera- 
tion are signs of advanced cancer. 


SUMMARY 

A series of personally treated cases of oper- 
able breast cancer is reported. The series is 
analyzed with respect to size of tumor, dura- 
tion, and incidence of axillary metastasis to 
emphasize the importance of early diagnosis 
with respect to successful surgical treatment. 
A few unusual cases are mentioned. 
1100 N. Jackson Street 
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THE EARLY CLINICAL DIAGNOSIS OF 
CARCINOMA OF THE CERVIX®* 
IsapoRE Siovin, M. D.,** 
Wilmington, Del. 

The wording of my subject this evening, 
the early ‘‘clinieal’’ diagnosis of carcinoma 
of the cervix, makes it possible for me to im- 
press upon you what I think is the most im- 
portant part of this paper: that when a diag- 
nosis of carcinoma of the cervix is possible on 
clinical grounds, it is never ‘‘early.’’ The diag- 
nosis of early carcinoma of the cervix is based 
purely upon laboratory methods. A high in- 
dex of ‘‘eancer suspicion’’ will lead us to seek 
these examinations as early in the disease as 
possible. 

The importance of seeing malignancy early 
cannot be overstressed. Our great hope for 
salvage of cancer victims today lies predomi- 
nately in favor of early diagnosis. No matter 
how refined our present armamentarium of 
treatment may be, the finding of a cancer in 
its early stages will outmatch the great in- 
genuity of therapy. Truly, an ounce of pre- 
vention will outweigh many pounds of cure! 

With respect to carcinoma of the cervix 
uteri, we have been accustomed to classify 
these malignancies as outlined by the League 
of Nations. Class 1 (or Stage 1) League of 
Nations implies an early lesion, limited to the 
portio of the cervix — definitely an early 
lesion. Yet 20% of such cases die from pelvic 
carcinoma. That is to say that even at the 
time when carcinoma is apparently limited to 
the cervix, 20% have pelvic lymphatic in- 
volvement. In such cases we should therefore 
expect at least 80% cure with proper treat- 
ment. In order to expect a greater percentage 
of cures our efforts must be directed primarily 
to earlier diagnosis, with no delay in treat- 
ment. Our aim must be to treat carcinoma be- 
fore it has invaded the basement membrane 
(carcinoma in situ). In this way only can we 
expect to obtain the most nearly perfect cure 
rate, at least until more effective methods of 
treatment are established. 

It behooves us to have a high index of ‘‘can- 
cer suspicion’’ and to set high standards in 
choosing cases for study, such as: 

1. Frequent and periodic speculum examina- 
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tion on all women, particularly those that 
have had a pregnancy. 
All patients with excessive bleeding, con- 
tact bleeding, or unexplained discharge 
should be examined with a speculum im- 
mediately. 
All cervices showing ulceration, granu- 
lation or hypertrophy in the mucosal epi- 
thelium should be biopsied. 
A Papanicolaou smear should be taken on 
all cases examined which show a normal 
cervix grossly. 

MetHops oF DIAGNOSIS 

1. Papanicolaou Smear. After exposing 
the cervix and posterior vaginal fornix by 
means of a speculum, a smear specimen is 
taken from the posterior fornix and endocerv- 
ical canal. This is best done by means of an 
Ayre’s applicator or by a split tongue depres- 
sor. An effort is made to scrape some of the 
cells from the complete circumference of the 
squamo-columnar junction of the cervix, since 
it is in this area that the great majority of 
carcinomas begin. 

The specimen is then fixed while wet by im- 
mersing it in a solution of equal parts of ether 
and 95% aleohol. After fixing, it is ready for 
staining by the method as outlined by Papani- 
colaou and Schorr. 

Vaginal cytological examination has drawn 
us a step closer to perfection in the early diag- 
nosis of carcinoma of the uterus. Its great 
value lies in its applicability as a screening 
process in cases which exhibit no gross lesion 
and no symptoms or signs. It should not be 
depended upon to replace the study of tissue 
taken by biopsy. Unless this fact is realized 
many tragic mistakes will be made. Have we 
not already seen the case of the cervical ulcer 
upon which a smear was done with a negative 
report, only to result in a far advanced case 
after six months of complacency ? 

2. Office Biopsy. In the presence of any 
suspicious granulations, mucosal ulcerations 
or hypertrophy of the cervix a biopsy is indi- 
eated. This may be done in the office by using 
a punch biopsy or a Gusberg biopsy punch. 

3. Operating Room Biopsy. The operating 
room biopsy is by far the most superior 
method of evaluating a suspicious case of car- 
cinoma of the cervix. Under anesthesia a cir- 
cular biopsy of the complete squamo-columnar 
junction can be made with the scalpel. It can 
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be combined with a biopsy of the endometrium 
and endocervical canal. An exact estimate of 
the type and size of radium applicator can be 
evaluated at this time, in the event that the 
biopsy should reveal that malignancy is pre- 
sent. 

CASES 

The following abstracts of cases will illus- 
trate the value of the critical standards men- 
tioned above: 

Case I. Illustrates the importance of doing 
a biopsy in the presence of abnormal excessive 
bleeding, although the cervix may be innocent 
in appearance. M. D., age 30, white. Admitted 
to the hospital August 25, 1951 with a history 
of: (1) polymenorrhoea of four months dura- 
tion. Her periods had been coming at more 
frequent intervals; and (2) menorrhagia of 
four months duration. Her periods were quite 
excessive, and lasted from six to ten days. Pel- 
vie examination at that time revealed a mod- 
erate amount of bleeding coming from the 
uterus. Visualization of the cervix revealed it 
to be dilated to admit one finger, but the mu- 
cosa appeared intact. The fundus was second 
degree retroverted and slightly enlarged. No 
adnexal masses were palpable. 

A fractional dilatation and curettage was 
done August 27, 1951, and revealed only a 
scant amount of endometrial and endocervical 
tissue. The endocervical curettings showed tis- 
sue suggesting epidermoid carcinoma of the 
cervix. On August 29, 1951 a repeat cireular 
biopsy of the cervix was done and showed ear- 
cinoma in situ with beginning invasion of the 
stroma. 

Case II. Illustrates the value of the Papa- 
nicolaou smear, and the greater importance of 
doing a biopsy when a pathological lesion is 
evident. T. M., age 41. She was seen in the 
office September 5, 1951 at which time she 
gave a history of bleeding and spotting for 
the past three or four months. She had been 
seen recently in a Cancer Detection Cancer 
where a ‘‘suspicious smear’’ was gotten. Pel- 
vie examination in the office revealed an area 
of ulceration and granulation of the anterior 
lip of the cervix, about 2em in diameter. 
There was no palpable parametrial infiltration 
and the fundus was movable. 

A biopsy of the cervix and dilatation and 
curettage was done in the hospital on Septem- 


= 
3 
* 
. = 
+ 
| 
| 
| 
4 
aes » 
“fe 
= 
= 
ay 
: 
+ 
\ 
‘ 
: 
; 
5 
* 


130 DELAWARE STaTE MepicaL JOURNAL. May, 1952 


ber 11, 1951 and revealed squamous cell earei- 
noma of the cervix, grade II. 

Case III. Illustrates the importance of de- 
veloping a high index of ‘‘cancer suspicion’”’ 
even in the young patient. M. E., age 24. 
Was seen in the office July 11, 1951. At that 
time she gave a history of a normal delivery 
in November 1950. At her six weeks check-up 
an erosion of the cervix was found and the 
patient was advised by her family physician 
to return for cauterization. The patient never 
returned. Since that time she had increased 
frequency of periods with increased bleeding, 
excessive leukorrhea, and cramps. On exami- 
nation, a lesion of the cervix was noted on the 
lower lip in the form of a marked granulation 
about 3em in diameter and extending from the 
cervix onto the vaginal wall. Its base was 
purulent. There was no palpable infiltration 
of the parametrium and no fixation of the 
uterus. 

On July 14, 1951 a biopsy of the cervix and 
dilatation and curettage was done. The patho- 
logic report revealed squamous cell carcinoma 
of the cervix, grade IT. 

Case IV. Illustrates the importance of in- 
vestigating by biopsy all cases of contact 
bleeding. F. R., age 34, gravida O. She was 
seen in the office on December 15, 1950, com- 
plaining of bleeding on intercourse of one 
month duration. She had undergone a supra- 
cervical hysterectomy three years previously. 
Pelvic examination revealed a cervix, normal 
in appearance, except for one innocent look- 
ing papillary projection about 0.5em in di- 
ameter on the portio. Bleeding was elicited 
on sounding the endocervix. No fundus was 
palpable because of the previous hysterectomy. 

A biopsy of the cervix and curettage of the 
endocervix on January 4, 1951 revealed a 
squamous cell carcinoma of the cervix, grade 
Il. 

CONCLUSION 

1. Early diagnosis is our most important 
weapon today against carcinoma of the cervix 
uteri. 

2. Rigid standards must be established and 
a high index of ‘‘eancer suspicion’’ main- 
tained. 


3. The diagnosis of cancer is made by the 
laboratory, after proper smears and biopsies 
have been supplied. 


4. The limitation of cytological diagnosis 
must be realized. 


1104 N. Jackson Street 
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EARLY DIAGNOSIS OF CANCER OF 
THE 
Norman L. Cannon, M. D.,** 
Del. 

In order to restrict this discussion to the 
early diagnosis of cancer of the prostate, I am 
forced to limit myself to the presentation of 
the problem as it arises in only five to ten per 
cent of the patients seen by the urologist. I 
shall accept the definition of what constitutes 
‘‘early diagnosis’’ as presented by the preced- 
ing speaker, Dr. John Hynes, to be that can- 
cer diagnosed before metastasis or extension 
from the primary site has oceurred. Unfor- 
tunately for the patient, this early diagnosis 
does not occur in any more than five to ten 
per cent of the patients seen, according to fig- 
ures from the best clinics in the country. 
Lowsley says that ‘‘in the past 95% of cases 
of prostatic cancer have been beyond hope of 
operative care when first seen.’’ To improve 
this appalling statistic, Lowsley states that 
‘‘any physician who fails to make a rectal 
examination on his male patients over 45 
vears of age is guilty of gross neglect.’ 

In comparison to breast cancer, where 50% 
of cases are diagnosed early, prostatic cancer 
falls far behind. I suspect that if self-exami- 
nation of the prostate were feasible and if 
rectal examinations were esthetically more at- 
tractive, the comparative figures with breast 
cancer diagnoses might improve. 

Too often the diagnosis of prostatic cancer 
is made in reverse order. The metastatie lesion 
is found first and traced back to a prostatic 
foeus much too late for any treatment other 
than palliative. The index of suspicion must 
be kept high if we are to recognize early pros- 
tatic cancer before metastasis oceurs. 

It is not the purpose of this paper, there- 
tore, to discuss the mechanism of prostatic 
metastasis or to consider the common sites of 
metastatic prostatic cancer. Nor are we con- 
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cerned with the symptoms of tne metastatic 
lesions or the effects of extension beyond the 
prostate. 

In the early diagnosis of primary prostatic 
cancer one must not be misled by the absence 
of urinary symptoms. The primary nodule in 
the prostate is too small to produce obstrue- 
tive changes and its location is commonly 
away from the urethral aspect of the pros- 
tate. The patient may present symptoms of 
early prostatism, but this is not frequent 
enough to be relied upon. Any other symp- 
toms such as pain, loss of weight, fractures, 
edema and constipation are late symptoms of 
no help in early diagnosis. 


As far as diagnostic tests are concerned, the 
most important one available to all physicians 
is the information which ean be derived from 
the insertion of the index finger into the ree- 
tum and carefully palpating the prostate 
gland. Here the experienced finger is able to 
relay its information to the acute physician 
who is seeking out those suspicious areas in 
the prostate which may turn out to be early 
eancer. The cancer must be differentiated 
from other lesions of the prostate which also 
fee! hard and nodular. Sueh conditions as 
prostatie calculi, tuberculous prostatitis, be- 
nign fibromata, and leiomyosis all may mani- 
fest themselves as suspiciously like a prostatic 
cancer to the examiner’s finger. The malig- 
nant nodule is usually in the right or left up- 
per pole of the prostate. It is discreet, fixed, 
not tender, and distinetly harder than the 
normal surrounding tissue. The often de- 
seribed stony hard prostate where the en- 
tire gland feels liks rock is again a late mani- 
festation of prostatic cancer rather than an 
early one. There are at present only two other 
validated diagnostic tests for early diagnosis. 
One is biopsy and the other is the examination 
of the prostatie secretion for tumor cells ae- 
cording to the method of Papanicolaou. Bi- 
opsy can be a needle biopsy, which requires 
considerable experience in order to become a 
useful tool, since the possibility of missing 
the small nodule is not uncommon. Much bet- 
ter for biopsy purposes is the open perineal 
operation with biopsy under direct vision. 
Here frozen section can be done and radical 
surgical treatment carried out in the presence 
of a positive diagnosis. 


The Papanicolaou stain of the prostatic 
sediment has been acclaimed by some investi- 
gators, but not correlated too well with posi- 
tive surgical findings by others. A_ positive 
Papanicolaou stain diagnosed by an experi- 
enced pathologist familiar with cytological 
specimens can be acted upon with consider- 
able certainty. On the other hand, even in 
the best of laboratories, many false negatives 
occur. So much for early diagnostic tests. 

Such diagnostic tests as x-rays of the bony 
spine and pelvis, elevated serum acid phos- 
phatases, elevated sedimentation rates or 
therapeutic benefit with estrogens, all consti- 
tute diagnostic evidence of late metastatic 
prostatic cancer. 

Most of the therapy now being performed 
for prostatic cancer is palliative therapy and 
this I shall not discuss at this time. The ther- 
apy for early prostatic cancer as defined in 
this paper is of the same nature as the ther- 
apy for early breast cancer as deseribed in 
the preceding presentation. This consists of 
complete surgical removal of the prostate and 
seminal vesicles immediately following a posi- 
tive pathological diagnosis. This operation 
when completely performed offers the best 
hope of cure. It is usually performed in con- 
junction with a bilateral orchiectomy. These 
patients are rendered impotent and many 
have prolonged periods of postoperative urin- 
ary incontinence, However, in the best series 
reported, more than 75%. of patients so oper- 
ated upon regained complete urinary control 
within a year following operation. 

With an estimated 95° mortality within 
five vears of diagnosis in patients treated all 
other ways other than radical surgery, it 
seems a small price to pay for these patients 
to give up their sexual potency in return for 
cure of their prostatic caneer. The operation 
is a drastic one and, to a patient who is not 
subjectively sick, extremely hard to accept. 
Psychologically the male patient with an early 
symptomless prostatic cancerous nodule is 
not as ready to accept surgery as is his female 
counterpart with a similar nodule accidentally 
discovered on routine breast examination. 
This is perhaps the second largest problem 
with regard to treatment. The first is the dif- 
ficulty in making the diagnosis early beeause 
of the lack of suspicion that such a eaneer is 
there. 
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Until we discover a more attractive, less 
mutilating cure for prostatic cancer, the treat- 
ment of prostatic cancer will pertain as de- 
scribed in this paper to only a small percent- 
age of the patients we see. It is only through 
the alert cooperation of the general practi- 
tioner in his routine prostatic examination of 
male patients that more prostatie cancers will 
fall within the curable group and fewer suit- 
able only to palliative procedures that merely 
postpone an inevitable death. 

1208 Delaware Avenue. 


DIAGNOSIS OF RECTAL CARCINOMA®* 
I. Lewis CuipmMan, Jr., M. D.** 
Wilmington, Del. 

It can be stated at the outset that there 
have been no recent advances for the diag- 
nosis of reetal carcinoma. Because the general 
publie and physicians, as a part of that pub- 
lic, are becoming evermore aware of the pres- 
ence of the cancer problem generally, it can 
safely be said that the rectal examination is 
becoming a more routine procedure than ever 
before. However, there are still many in- 
stanees when this relatively simple examina- 
tion is not performed as a routine measure in 
the general physical examination. 

Rectal adenocarcinoma ean be characterized 
as follows: (1) nodular, (2) scirrhous, (3) 
colloid, and (4) papillary. The nodular ear- 
cinoma is usually sessile and the mass projects 
into the lumen of the rectum and at times 
tends to encirele the bowel. Ulceration is not 
uncommon, the base of which may be necrotic. 
the scirrhous type of adenocarcinoma is that 
in which the fibrous elements play a predomi- 
nant role over the epithelial portion, giving 
rise to a contracted hard mass. These lesions 
do oceur in the rectum, but are relatively rare. 
The colloid type of carcinoma is also known 
as mucoid or gelatinous variety. They are 
found most commonly in the rectum and ree- 
tosigmoid. The papillary type resembles the 
common warty papilloma. 

True epitheliomas which have their origin 
in the anal mucous membrane can extend into 
the rectum giving rise to the differential prob- 
lem as to the origin of the tumor. It also 
should be mentioned that practically all other 
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forms of malignant tumors have been at one 
time or another described as occurring in the 
region of the anus and rectum. Final his- 
tologiec diagnosis must be made in the labora- 
tory. 

The mode of spread of rectal carcinoma oc- 
eurs chiefly in three ways: (1) infiltration; 
(2) by way of the lymphaties; and (3) by 
way of the blood stream. 

Infiltration is used to denote local invasion 
both peripherally and in depth. The malig- 
nant cells invade in order: the mucosa, mus- 
eularis mucosae, submucosa, muscular coats 
and later the perirectal fascia. It is only after 
the penetration of this fascia that invasion of 
neighboring structures can take place. 

Dissemination by way of the lymphatics is 
the most frequent means, and therefore the 
most important. From the lymph nodules and 
channels in the submucosa and between the 
muscular coat spread occurs to the lymph 
sinus which is outside the muscular coats but 
inside the fascia porpria of the rectum. From 
this area the spread is to the glands situated 
between the rectum and sacrum, and from 
here spread occurs in an upward, downward, 
and lateral direction. 

Carcinoma of the rectum is less prone to 
invade the blood stream than sarcoma. How- 
ever, late in the disease venous radioles may 
be invaded and earry tumor cells by way of 
the superior hemorrhoidal, inferior mesen- 
teric, and portal veins to the liver, where a 
metastasis is set up, usually in the right lobe. 
The order of frequency for metastasis from 
the rectum is liver, peritoneum, and lungs. 

As is true generally in regards to cancer of 
any portion of the digestive tract, cancer of 
the rectum is a process which predominately 
affects individuals past the age of 40, in which 
group approximately 85 to 90 per cent of 
cases occur. Approximately 60 per cent oecur 
in persons beyond the age of 50. It has been 
commonly observed by various individuals 
that when cancer of the rectum oceurs in the 
younger age group it tends to be rather a 
fulminating process. Rectal cancer is two or 
three times more common in the male sex than 
in the female. 

One of the most distressing features regard- 
ing early diagnosis of this disease is the fact 
that in the majority of cases there is an inter- 
val of between four and six months from the 
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onset of the first symptom to either the pre- 
sentation of the patient to the physician or the 
establishment of the correct diagnosis. 

Symptoms are often vague and variable de- 
pending largely on the duration, location, and 
size of the tumor. As has been constantly re- 
iterated in the medical and lay press, a change 
in bowel habit is of paramount importance 
and warrants complete and thorough investi- 
gation. The patient may describe a slight ir- 
regularity, an incomplete or unsatisfactory 
movement, or a complete change from consti- 
pation to normal or loose movements, or any 
combination of the above. Urgeney of defeeca- 
tion is frequently noted. Constipation may de- 
velop insidiously, for an induced inertia of 
the colon often does not occur until there is 
moderate obstruction. The constipation is of 
progressive variety and frequently alternates 
with diarrheal type of stool. Because of the 
ineonstaney of normal bowel habit, patients 
frequently resort to the use of laxation in any 
form, with a resultant frequent desire for 
stool which is more reason for the diarrhea 
than resulting from the neoplasm itself. Care 
should be taken to question patients regard- 
ing early morning diarrhea, for not infre- 
quently the history can be obtained of the 
individual arising between five and seven for 
the purpose of defecation. 

Attention of the patient is frequently first 
attracted by blood and mucous which is noted 
on the outside of the stool or may be mixed 
with the stool and vary from bright to dark 
red in color. The blood may be noticed only 
on the tissue. Approximately 85 per cent of 
all patients with a malignant tumor of the 
rectum note blood at some time during the 
course of their disease. It is not common to 
have frank rectal hemorrhage. In many cases 
the observance of rectal bleeding is the earli- 
est sign of a rectal neoplasm. 

About 50 to 60 per cent of all patients de- 
scribe some type of discomfort which is usu- 
ally not severe. It is often noted as an uneasi- 
ness or discomfort occurring in the rectum 
before, during, or after defecation. Later a 
feeling of fullness and weight in the rectum 
develops which may be constant or intermit- 
tent. When the anal sphincters are implicated 
or the tumor mass becomes within the grasp 
of the sphinecteric musculature, pain is more 
pronounced. When the growth has extended 


into the perirectal strictures, this causes a 
heightening of the severity of pain and may 
be referred to the abdomen, back, hips, and 
down into the thighs. 

In the past undue emphasis has been placed 
on ‘‘ribbon’’ or ‘‘pencil’’ stools. If this type 
of stool is present and there is a mass located 
in the region of the rectum it will usually be 
a low lying lesion and often involving the 
anus itself. 

General symptoms, such as loss of weight, 
anemia, lack of strength, and urinary symp- 
toms, are manifestations of a lesion which has 
spread beyond the confines of the rectum. 

In relation to early diagnosis of carcinoma 
of the rectum the general physical examina- 
tion is not noteworthy. Of importance, how- 
ever, are the historical points listed as above, 
and next in importance is local examination 
of the anus, rectum, and sigmoid colon. It is 
well-known that approximately 75 per cent of 
malignaney involving the anus, rectum, and 
sigmoid are within reach of the finger used 
on digital examination. Care should be taken 
to carefully palpate the entire circumference 
of the rectal wall, for if the individual has a 
large rectal pouch small lesions might well be 
missed. When the mass is palpated it may be 
felt as an elevation above the surface of the 
mucous membrane. It is frequently firm to 
the touch and irregular in outline. The base 
is frequently indurated, broad, and fixed to 
the underlying tissues and the wall around 
the tumor is slightly thickened. Trauma from 
the examining finger may provoke a varying 
amount of bleeding and this is easily seen 
upon withdrawal. For tumors that lie just 
without the reach of the digit, it is wise to 
instruct the patient to strain down, for the 
increase in intra-abdominal pressure often 
forces lesions in the region of the recto-sig- 
moid inferiorly so that they can be palpated 
with relative ease. 

The other most important diagnostie pro- 
cedure is the procto-sigmoidoscopie examina- 
tion when a rectal or recto-sigmoidal lesion is 
suspected. The rectum and sigmoid should be 
carefully cleansed prior to the examination by 
the administration of a plain warm tap water 
or saline enema. The sigmoidoscope is intro- 
duced until the tumor is located and its size, 
degree of fixation, and extent of ulceration, 
as well as the presence of blood and pus, are 
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noted. If the lumen is partially oecluded, 
care should be taken not to traumatize the 
strictured area for rupture of the bowel wall 
ean oceur without difficulty. Once the lesion 
is encountered, biopsy material can be ob- 
tained and the tissue sent to the histological 
laboratory for pathologieal diagnosis. Should 
bleeding occur following biopsy, it may be 
controlled by pressure, topical application of 
a saturated solution of potassium permanga- 
nate or a 10-20 per cent silver nitrate solution. 

The roentgenographic examination of the 
rectum for rectal carcinoma is unsatisfactory ; 
and, if the diagnosis is made by the roentgen- 
ologist, it should be only at the embarrass- 
ment of the clinician. 

The most common error in the diagnosis of 
cancer of the rectum is making the diagnosis 
of external or internal hemorrhoids, for it is 
still reported that approximately 10-15 per 
cent of all cases who have careinoma of the 
reetum have had a previous hemorrhoidee- 
tomy. 

CONCLUSION 

Because carcinoma of the rectum is one of 
the most accessible digestive traet tumors, con- 
tinued efforts in the direction of pubhe edu- 
cation as to early symptoms and signs, and 
the need of thorough examination at the onset 
of symptoms, and the continued and progres- 
sive awareness of the clinician of the value of 
routine digital examination of the rectum and 
the more routine use of the sigmoidoscopic 
examination, will materially decrease the mor- 
tality statisties of this disease and of the ean- 
cer problem generally. 

Karly diagnosis can be accomplished only if 
the patient presents himself shortly after the 
onset of symptoms and a careful history elicits 
important clues followed up by proper local 
examination with biopsy of the lesion demon- 
strated. 
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S. P. A. D. Book Free 

A patron of the Society for the Prevention 
of Asphyxial Death Ine., interested in making 
the causes and prevention of asphyxia better 
known among physicians of Delaware state, 
has kindly offered to donate a copy of the Art 
of Resuscitation, by Paluel J. Flagg, M.D., to 
the first 100 physicians who become members 
of the Society following the release of this 
information in the Delaware State Medical 
Journal. The reviews of this book are highly 
laudatory. The book lists for $6.00. Volumes 
donated will be autographed by Dr. Flagg. 

Physicians who wish to receive this auto- 
graphed volume for their library are asked 
to apply for membership in the Society for 
the Prevention of Asphyxial Death, Ine., en- 
closing membership dues of $5.00. Communi- 
cations should be addressed to Secretary, 
S.P.A.D. Ine., 2 East 63 Street, N. Y. C. 21, 
New York. 


New York University 


A seminar on the rehabilitation of children 
will be given October 20th through 24th, 1952, 
and January 19th through 23rd, 1953, at the 
Children’s Division, Institute of Physical 
Medicine and Rehabilitation, New York Uni- 
versity-Bellevue Medical Center, 400 East 
34th Street, New York City. 


Illustrated talks, observations, lectures and 
demonstrations, including participation in 
clinics, will be used to give busy practitioners, 
particularly pediatricians, a detailed picture 
of the theory and practice of a modern chil- 
dren’s rehabilitation service. 


Since good rehabilitation depends on the 
concerted efforts of many services and skills, 
the course will stress the integration of all the 
means and methods used to evaluate, prescribe 
for, treat and train a disabled child and to 
establish his proper relationship with his eom- 
munity. 


Ninety-seven per cent of drivers involved in 
1951 auto accidents had at least one vear of 
experience behind the wheel. 


In 1951, 290,660 pedestrians were injured 
in U.S. traffie accidents. 
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used manuscripts will not be returned unless return post- 
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expressed in any article signed by the author. 

All advertisements are received subject to the approval 
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Advertising forms close the 25th of the preceding month. 

Matter appearing in THE JOURNAL is covered by copy- 
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is given. 

Subscription price: $4.00 per annum, in advance. 
Single copies, 50 cents. Foreign countries: $5.00 per 
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BLACK SHEEP 

A few weeks ago the country was shocked 
to read in the Mareh 24, 1952 issue of Time 
magazine (p. 80) that some California phy- 
sicians had been ‘‘gypping’’ the state’s Blue 
Shield Plan—California Physicians’ Service. 

This alarming charge had been whispered 
about for some time previously, so the C.P.S. 
trustees had canvassed a large group of pa- 
tients and, regrettably, found that some 200 
doctors had bagged ‘‘swag’’ estimated at over 
$1,000,000 out of the $18,000,000 paid out last 
vear in behalf of its 850,000 subscribers. 


How could such fabulous skullduggery be 
done? Says Time: ‘*One chiseler made the 
crude mistake of sending in a bill for surgery 
and office calls while the patient was actually 
in New York. Others got higher fees by rais- 
ing the category ir w e.g., charging 
for a cataract operation instead of merely 


draining a stye. There was wholesale chiseling 
by charging for imaginary x-rays and labora- 
tory tests.”’ 

This story also received nationwide pub- 
licity in the daily press, and the publie reae- 
tion was prompt and potent, in effect: Too 
bad the medical profession contains so many 
crooks, but what is it going to do about it? Is 
it really as bad as they say it is, or is it even 
worse? Ete., ete. 


The profession immediately took steps to do 
something about it, as outlined by Dr. John 
M. Cline, President of the American Medical 
Association who, in an address made on April 
2, 1952 at San Francisco, before the annual 
National Blue Shield Conference, said: 


‘*At this time I should comment upon the 
bad recent publicity with reference to Cali- 
fornia Physicians’ Service. You gentlemen 
will be going to your homes all over the coun- 
try and I think vou should have information 
which was not included in a certain periodical 
article or some of the newspaper accounts. 


‘Out of some 11,500 physicians serving 
California Physicians’ Service, the investiga- 
tion revealed that about 200 probably were 
abusing the plan. Perhaps, ‘‘over using’’ 
might be a better term. Out of that whole 
group there were two or three instances of 
what appeared to be—and I do not possess 
the full evidence — actual fraud. In one in- 
stanee it is reported that a physician billed 
the Service for an operation which he iid not 
perform. In another instande, a physician is 
said to have performed a simple operation and 
billed the Service for an operation of much 
greater magnitude which carried a much 
higher fee. I am informed that in one case 
fraud has been established. The others are in 
the process of investigation but the initial 
evidence indicates that they will fall into the 
same classification. 


County Medical Association has al- 
ready proceeded against in the first instance. 
The offender, if found guilty, will be disei- 
plined to the full extent possible, which is 
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loss of his membership. Already the State 
Board of Medical Examiners has been ap- 
prised of this physician’s supposed miscon- 
duct and if the evidence justifies action, his 
license probably will be revoked on grounds 
of moral turpitude. 

‘‘After that the District Attorney of the 
County and perhaps the Federal District At- 
torney will be supplied with the evidence and 
criminal prosecution will be instituted. That 
decision lies without the scope of the medical 
profession, but the medical profession cannot 
and will not tolerate that variety of conduct 
on the part of any physician. 

‘*The publicity has had a serious initial ef- 
feet upon the medical profession and upon the 
Blue Cross and Blue Shield Plans all over the 
country. In the end, I believe the net result 
will be good. The medical profession is de- 
termined to see that our prepayment plans 
are properly protected from unserupulous 
physicians and that those who infringe the 
code of ethies will be disciplined. This will 
strengthen the program and build publie con- 


fidence in the prepayment plans.”’ 


Such prompt and determined action will 
make future would-be chiselers more inclined 
to remember the Biblical injunction: Be sure 
your sins will find you out. While the medical 
profession should contain no black sheep, it 
welcomes a comparison of its mere two per 
cent with that of any other group in the com- 
munity. Even so, black sheep in Blue Shield 
never leave a white trail. 


MISCELLANEOUS 


Protein Structure Discovered 

Science has drawn a step nearer to creating 
life with the recent discovery of how atoms of 
nitrogen, carbon and other elements fit to- 
gether to form protein molecules, according to 
an article by Ewart Thomas in the April issue 
of Popular Mechanics Magazine. 

The discovery of how some protein molecules 
are formed already is being hailed as ‘‘one of 
the greatest scientific discoveries of our time’’ 
because ‘‘it not only makes possible a new di- 
rect approach to the conquest of many dis- 
eases, but partially solves the baffling secret 
of life itself.”’ 

The analysis of the structure of protein 
molecules by Professors Linus Pauling and 
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Robert B. Corey opens up several new fields 
of research, the article states. Most important 
of these is the possibility of designing and cre- 
ating molecules that would attach themselves 
to virus proteins and then destroy the potency 
of the viruses by forcing a rearrangement of 
their atomic structure. Professor Pauling, 
noting that many of the new dugs such as the 
sulfas and penicillin are believed to be potent 
because they combine with proteins and other 
organisms, thinks the day may come when it 
will be possible to sit down in the laboratory 
and write out the specifications for whatever 
kind of molecule is needed for vanquishing a 
particular disease. 

‘‘There is even a suggestion,’’ the article 
states, ‘‘that molecules might be fashioned 
which would act on the wild growth of pro- 
toplasm in eancer, reducing or eliminating the 
malignancy.’”’ 

Some time in the future, too, according to 
the article, chemists may be able to manufae- 
ture virus proteins. This would be a tremen- 
dous scientific achievement because a virus has 
some of the properties of a living organism. 
It can reproduce itself, although it has no 
metabolie reactions. ‘‘When atomic chemists 
finally create synthetic virus proteins they will 
have come close to manufacturing life itself,’’ 
the article states. 

Another possibility growing from the dis- 
covery of how protein molecules are formed is 
the manufacture in the laboratory of protein 
foods directly from the elements of which they 
are composed. Economically, the process could 
hardly compete with present ways of raising 
foodstuffs. 

Professors Pauling and Corey worked from 
the basic knowledge that a protein consists of 
long chains of amino acid residues .. . rela- 
tively simple substances. They decided to try 
to learn the atomic structure of some of the 
amino acids and then assemble these struc- 
tures into shapes or combinations that might 
fit the requirements for a protein. This was 
done by means of x-ray diffraction photog- 
raphy. 

The next step consisted of assembling three- 
dimensional diagrams of amino-acid crystal 
structures after whieh models of several pro- 
teins were made from brightly colored wood 
and plastic ‘‘atoms’’. The models of the atoms 
represent a lineal magnification of several 
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million times. On the same seale a grain of 
rice would extend from New York to the Ha- 
waiian Islands, or from London to the heart 
of Texas. 


The exploration of proteins is only one of 
the many contributions that Professor Pauling 
has made to chemical knowledge. He is the 
principal author of the resonance theory of 
chemical bonds. He is also one of the outstand- 
ing American scientists selected by Popular 
Mechanics Magazine for its Golden Anniver- 
sary Hall of Fame. Professor Pauling is head 
of the chemistry and chemical-engineering 
division of the California Institute of Tech- 
nology, with which Professor Corey also is as- 
sociated. 


Largest Medical Exhibit 

Chieago’s half-mile long Navy Pier will be 
used June 9-13 to house the largest medical 
scientific and technical exhibits ever staged. 

Three hundred scientific and 375 technical 
exhibits will have a frontage of more than 
three miles. They will oceupy nearly a quar- 
ter of a million square feet of floor space, ac- 
cording to Thomas R. Gardiner of Chicago, 
business manager of the American Medical 
Association. 


The exhibits will be held in connection with 
the 101st annual session of the A.M.A. Ap- 
proximately two-thirds of the space will be 
devoted to the technical exposition, a presen- 
tation of informative displays by manufactur- 
ers and distributors of practically the entire 
scope of the physicians’ needs. 


The scientific exhibits, sponsored in most 
part by doctors, will show the latest develop- 
ments and techniques in virtually every spe- 
cialty of medicine. Emphasis, however, will 
be placed on subjects of interest te the family 
physician, according to Thomas G. Hull, 
Ph.D., of Chieago, director of the A.M.A. Bu- 
reau of Exhibits. 


A registration of between 12,000 and 15,000 
physicians from all parts of the country is ex- 
pected at the convention. In addition, about 
15,000 other medical personnel, exhibitors and 
guests are expected to attend. This large at- 
tendance makes it necessary to limit admission 
to the exhibits to A.M.A. members and their 


guests. 
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Commission Moves to Baltimore 

The Commission on Chronic Illness, which 
maintains offices in the American Medical As- 
sociation’s headquarters building in Chicago, 
will move to Baltimore July 1. A special, in- 
tensive study of chronic disease will be made 
in Baltimore. 

The commission was founded in 1949 by the 
A.M.A., the American Hospital Association, 
the American Public Health Association and 
the American Public Welfare Association. It 
is headed by newly-appointed Dr. Dean W. 
Roberts, Baltimore, deputy director of the 
Maryland State Department of Health, and a 
member of the faculty of Johns Hopkins Uni- 
versity. 

The study of chronie disease among city 
dwellers, during which 4,000 Baltimore fami- 
lies will be surveyed and tested, will be a com- 
panion-study to one on the rural population 
of Hunterdon County, New Jersey. 

The studies will provide answers to perti- 
nent health questions involving the estimated 
needs for medical care and related services 
of the chronically ill, and the extent of chronic 
disease in urban and rural populations. The 
studies are expected to take several years to 
complete. 


New Interns Appointed 
By National Matching Plan 

A national matching plan has been used for 
the first time this vear to place new interns in 
hospital appointments. The plan was designed 
to help lessen the confusion which has oceur- 
red in the past when hospitals were seeking 
10,000 interns from a graduating class of 
6,000. 

Under the plan sponsored by the National 
Interassociation Committee on Internships, 
hospitals and students contact each other 
freely during the student’s senior year. Stu- 
dents apply for any internship which inter- 
ests them, and visit hospitals of their choice. 
After these preliminaries have been com- 
pleted, students and hospitals file confidential 
ratings with the Committee. The two are then 
matched, with the student receiving the in- 
ternship he prefers most, if this agrees with 
the hospital’s rating of him. 

Suecess of the plan is indicated by the fact 
that 84 per cent of this year’s new interns 
were matched with the hospital they indieated 
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as their first choice. An additional 10 per cent 
received their second choice placement. Sev- 
enty-four per cent of the hospitals received 
the student they designated as their first 
choice. 

In an article in the May 1952 issue of the 
Journal of Medical Education, Dr. F. H. Mul- 
lin, Dean of Chieago Medical School and 
chairman of the internship committee and 
John M. Stalnaker, director of studies for the 
Association of American Medical Colleges, re- 
port on the results of the first vear’s match- 
ing. They express the opinion that the plan 
may be even more fully utilized when its sue- 
cess is generally known. 

In March of this year punched rating eards 
were run through a machine which automat- 
ically matched hospitals and interns, in most 
cases with their first choices. 

Approximately 95 per cent of this year’s 
interns participated in the plan. Some 98 per 
cent of the hospitals offering internships were 
participants. 

The National Interassociation Committee 
on Internships is composed of representatives 
from the Association of American Medical 
Colleges, Council on Medical Education and 
Hospitals of the A. M. A., American Hospital 
Association, American Protestant Hospital 
Association, Catholic Hospital Association, 
and the medical services of the Federal agen- 
cies offering internships. 


IN FOREIGN LANDS 
In Reeent Crucial Elections 
90°. of Belgians J VOTED 
of Italians / VOTED 
82°. of Englishmen J VOTED 
T0%e of Japanese J VOTED 


BUT IN THE U.S.A. 
o1% of Americans Voted in the 


Last Presidential Election ' 


LET’S BE 100% AMERICANS 
LET’S REGISTER 


and 


LET’S VOTE! 
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J. M. D. 

Dr. James William Urie, 46, of Elmhurst, 
died suddenly of a heart attack on April 17, 
1952 at his summer cottage at Rehoboth, 
where he had gone for a short rest. He had 
not been ill. 

Dr. Urie had been health officer at The 
Memorial Hospital for five years. He recently 
was named nursing school registrar. He also 
had served as secretary to the hospital medical 
staff. He was also on the Wilmington General 
Hospital staff. 

Dr. Urie, in addition, served as physician to 
all Conrad High School football teams sinee 
the school opened in 1935. In 1950, the high 
school year book, ‘* The Conradian,’’ was dedi- 
cated to him. 

Dr. Urie was born March 28, 1906, near 
Kennedyville, Md., the son of Mrs. Delia Ann 
Urie and the late Dr. James William Urie. 

He was graduated from Chestertown High 
School, and from the Hahnemann Medical 
College, Philadelphia, in 1929. He served his 
interneship at the Hahnemann Hospital and 
came to Elmhurst to practice in 1931. 

During the last war, he entered service as 
a first lieutenant. He saw action on Leyte and 
Luzon. During the campaign on Luzon he 
was wounded and was awarded the Bronze 
Star for heroic action in rescuing several 
wounded men. 

He was placed on the inactive list of the 
Medieal Corps Reserves in November, 1945, 
with the rank of captain. 

Dr. Urie was a member of the New Castle 
County Medical Society, the Medical Society 
of Delaware, the American Medical Associa- 
tion, and the American Academy of General 
Practice. He also was a member of the New- 
ark Country Club. 

Dr. Urie was married to the former Anna 
Rasin of Kennedyville on July 9, 1931. 

In addition to the widow and mother, who 
lives at Kennedyville, survivors are a sister, 
Mrs. Catherine White, Kennedyville; a niece, 
and two nephews. 

Funeral services were held on April 21, 
1952 in Kennedyville Methodist Church. In- 
terment was in Still Pond Cemetery. 
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oral 
parenteral 
rectal dosage forms 


Indicated in: 

Dyspnea of Congestive Heart Failure 

Bronchial Asthma 

Status Asthmaticus 

Pulmonary Edema 

Control of Cheyne-Stokes Respiration 
Also of value as: Peripheral Vasodilator? 


1. Kissin, M., Stein, J. J., and Adelman, R. J. Angiology 2:217 (June) 1951. 
2. Oe) 1951 J. Florida M.A. 38:2 


*Contains at least 80% of anhydrous theophylline. 
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‘an Put Your Arthritic Patients 
BACK TO WORK 


MAINTENANCE DOSAGE: 
25 mg. four times daily. After moderate relief is 25 to 50 mg. daily has been 
Consult literature fordetailed established, reduce daily found adequate in more than 
dosage tions. dosage step-wise every three 50 per cent of a series of 
or four days, to smallest _ patients. 
Suitable maintenance level. 


Conservative dosage in rheumatoid arthritis 
provides effective relief —and often may be 
continued for long per wds 


Individualized dosage, careful clinical observation, and simple, 
readily available laboratory procedures (sedimentation fates, 
urinalyses, blood counts, blood pressure, and frequent weight 
recordings) are adequate for the rehabilitation and management 
of most patients. 


Cortone is the registered trade-mark of Merck & Co., Inc. for its brand of 
cortisone. This substance was first made available to the world by Merck research 
and production, 


Literature on request 


MERCK CoO., Inc. 
Manufacturing Chemists 


= RAHWAY, NEW JERSEY 
(CORTISONE Acetate Merck) ——— tn Canada: MERCK & CO. Limited—Montreal 
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Now 
another important advantage of Thiomerin: 


Suitability for Home Administration 


BESee~ 


The self-injection of the thionated mercurial diuretic, Thiomerin, 
has now become a well-established procedure for patients who have 
congestive heart failure, just as the self-injection of insulin has long 
been a well-established procedure for patients who have diabetes. 

Numerous authorities'"!? recommend Thiomerin for home admin- 
istration because it is as well tolerated and predictable in effect 
when given subcutaneously, as when given intramuscularly and 
intravenously. The technique of injecting Thiomerin Sodium may 
be quickly mastered. ' 

~onsequently, more and more physicians are finding that it is 
often desirable to instruct the patient or a member of his family in 
the use of Thiomerin so that injections between visits can be made on 
schedule—according to the dosage plan that best suits each patient. 

A supply of printed instructions for patients will be sent to the 
physician on request. 


THIOMERIN 


SODIUM 
MERCAPTOMERIN SODIUM WYETH 


Council-Accepted Mercurial Diuretic for Subcut 
or Intravenous Injection 


Wipeth INCORPORATED, PHILADELPHIA 2, PA. 
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OPHTHALMIC 


cin 


Indicated in a wide range of external ocular 
infections involving diverse structures 

and tissues of the eye, Terramycin Ophthalmic 
preparations are effective and valuable 

either as the sole medication or as 

an adjunct to oral Terramycin therapy. 

It is only in the rare case that the use of 
Terramycin Ophthalmic Ointment or Solution 
is attended by sensitizi::g reactions. 


Supplied: CRYSTALLINE TERRAMYCIN HYDROCHLORIDE 
OpuTHALMIC OINTMENT, 5 mg. per Gm. ointment; 
tubes of oz. 


CRYSTALLINE TERRAMYCIN HYDROCHLORIDE 
OpuTHALMIC SOLUTION, 5 cc. vials containing 

25 mg. for preparation of topical solutions 

isotonic with lacrimal fluid and buffered to pH 8.2. 
Terramycin is also available as Capsules, 
Elixir, Oral Drops, and Intravenous. 


ANTIBIOTIC DIVISION CHAS. PFIZER & CO., INC., Brooklyn 6, N.Y. 
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Vows aper and 

pap 

Printing 
a 


An important branch 
of our business is the 
printing of all kinds 
of weekly and monthly 
papers and magazines 


* 


The Sunday Star 


Printing Department 
Established 1881 


Printers of The Delaware State Medical Journal 


PARKE 


Institutional Supplier 
Of oods 


COFFEE TEAS 
SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 
Philadelphia - ~—_—ittsburgh 


comes first with the baker 
where a “KNOWN bread is 
featured. Quality with us is 
never an accident but the 
result of good intention and 
sincere effort. 


George T. Tobin & Sons 
BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N.C. 3411 


A Store for... 


Quality Minded Folk 
Who are Th rift Conscious 


LEIBOWITZ’S 


224-226 MARKET STREET 
Wilmington, Delaware 
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JOHN G. MERKEL 
& SONS 


HANCE 
HARDWARE CO. 


4th and Shipley Sts. 
Wilmington, Del. 


ysicians — Hospi a 
a tory—Snva [; d Supp es 


FRIGIDAIRE APPLIANCES 
EASY WASHERS PHONE 2-2516 


TOOLS 
BUILDERS’ HARDWARE 1208 King Street 


Wilmington, Delaware 


Tel. - Wilm. 5-6565 


EVERYTHING NEW IN DRUGS 


FOR DOCTORS ONLY! 


6-1380 is Brittingham’s unlisted telephone num- 
ber for the use of doctors only. . . . Phone your 
prescriptions to us and we will deliver them by 
fast motorcycle to any point in the city or sub- 
urbs. . . . No charge, of course! 


BRITTINGHAM’S 


PHARMACY 
Del. Trust Bidg. 


Medical Arts Bldg. 
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Baynard Optical 
Company 


Prescription Opticians 


We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


5th and Market Sts. 
Wilmington, Delaware 


e maintain 
prompt city-wide 
delivery service 
for prescriptions. 


CAPPEAU’S 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 
Dial 6-8537 


FRAIMS DAIRIES 
Quality Dairy 


1900 


GOLDEN GUERNSEY MILK 


Wilmington, Delaware Phone 6-8225 


Hlowers 


Geo. Carson Boyd 


at 216 Whst 10th Street 
Phone: 14388 


To keep 

your car running 
Better — Longer 
use the 

dependable friendly 
Services you find at 
your neighborhood 


Service 
Station 


DIAMOND 


UNPAID BILLS 


can be collected and at the same time good 
Public Relations maintained. We have 
proven it to over 100 hospitals and many 
of the members of your Medical Society. 


Write for details. 


National Discount & Audit Co. 
230 West 41st Street, New York 18, N. Y. 
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Carefully checked and tested to safeguard purity and freshness! 
You can recommend this fine product with every confidence 


: “ in its quality and dependability. Easier to digest—curd is broken 
[ (0 ipest up and evenly distributed. Easily assimilated—400 USP units of 
Vitamin D are added to each quart to aid in the utilization of 
Bett tastt calcium and phosphorus. 
bf ng And everyone loves its rich, creamy flavor! 


DAIRY PRODUCTS 


bet the best... get 


Enjoy instant, plentiful hot water 


For downright conven- With an Automatic Gas 
ience, comfort and health 
of your family — you WATER HEATER 


should have an ample, 
reliable supply of hot 
water! With an Auto- 
matic Gas Water Heat- 
er in your Home, you're 
sure of all the hot water 
you want, when you want 
it. For lightening house- 
hold tasks, bathing, 
cleaning, dishwashing, laundering and many 
other uses. Besides, you save time and worry, 
for you're sure of constant water tempera- 
tures at low cost. Arrange for the installation 
of an Automatic Gas Water Heater in your 
home now. Ask your Plumber, or stop in to 
see us. 


DELAWARE POWER € LIGHT CO. 
“The Appreciates Soroe” 
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cA ‘Private Hospital for the Chronically Ill 
THE MARSHALL SQUARE SANITARIUM 


WEST CHESTER, PENNSYLVANIA 


Recognized by the American Medical Association, licensed by the State of Penn- 
sylvania, member ot the American Hospital Association and of The American 


Association ot Private Psychiatric Hospitals. 


EVERETT SPERRY BARR, M. D., ‘Director 


ACCIDENT e HOSPITAL e SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


,000.00 accidental death $8.00 
‘00 weekly indemnity, accident and sickness Quarterly 


10,000.00 accidental death $16.06 
0. 00 weekly indemnity, accident and sickness Quarterly 


15,000.00 accidental death $24.00 
5.00 weekly indemnity, accident and sickness Quarterly 


20,000.00 accidental death $32.00 
100.00 weekly indemnity, accident and sick- Quarterly 


ALSO mosrtraL. POLICIES FOR MEMBERS, WIVES®# 
AND CHILDREN AT SMALL ADDITIONAL COST 


85ce out of each $1.00 gross income used for 
members’ benefits 


$4,000,000.00 $18,300,000.00 
INVESTED ASSETS PAID FOR CLAIMS 
$200,000.00 deposited with State of Nebraska for protection 
ef our members. 


Disability net be incurred in line of 
m the beginning day of disabilit 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


50 years under the same management 
400 First National Bank Building @ Omaha 2, Nebraska 


ECKERD'S 
DRUG STORES 


COMPLETE 
DRUG SERVICE 


FOR 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 
513 Market Street 723 Market Street 


900 Orange Street Manor Park 
WILMINGTON, DELAWARE 
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LICE CREAM 
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Defense Bonds LEN-APE VILLAGE 


TAFTON, PIKE CO., PA. 
Live leisurely eon shore of beautiful 
Meuntain Lake 


Centrally heated SKY LAKE LODGE 


NOW J 75 Cozy Individual Cottages 

Ideal for HONEYMOONERS [Special Rates] 
FAMILIES 


2 , ; Chareh services on premises. 
Season May 5-Oct. 20 
Write fer Booklet or 
Tel. Hawley 4596 
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konsyl 


the original unmodified psyllium derivative, contains 
no deleterious substances. It is all Plantago ovata 
coating—all bulk. Consequently, Konsyl provides maxi- 
mum bulk action per dose at minimum cost to your 
patients. 


konsyl 


A bulk producing laxative that is all bulk 


compare these advantages 


1. Konsyl is composed of the mucilaginous, jell-producing portion 
of blond psyllium seed. No sugars or other diluents are added and 
a dose of Konsyl supplies bulk and bulk alone. 


2. The diabetic, the obese, your routine constipation cases—all 
can take Konsyl safely and without increasing caloric intake. 


3. Because Konsyl provides a softly-compact, well-formed stool 
of physiological consistency, it clears the rectum completely and 
easily, reducing soiling to a minimum. Lesions, when present, are 
left free of debris, and granulation tissue can form unhampered 
by foreign materials or an oily film. 


4. Konsyl, because of its characteristic stool, promotes physio- 
lozical peristalsis, acts to re-establish the normal defecation reflex. 


5. Konsyl does not interfere with absorption of fat-soluble vitamins 
A, D, E, and K. Prothrombin levels are not affected and metab- 
olism of calcium and phosphorus remain unimpaired. 


6. Konsyl does not leak or complicate the hygiene of the anorectal 
region. It does not cause indigestion or interfere with digestion. 
Konsyl is non-irritating and is not habit-forming. 


We encourage you to write for samples for clinical comparison 


Supplied: 6 and 12 oz. cans. 
Formula: 100% Konsyl brand coating of blond psyllium seed. 


Burton, Parsons & Company 
Washington 9, D. C. 
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‘MEAD'S 
PEXTRI-MALTOSE f ally 


on cam 


SOdium 2% 


adequate added carbohydrate 


MEAD JOHNSON & CO 


YANSViLLe. IND 


REQUENT mention in authoritative pedi- 

atric literature supports the classic caloric 
distribution of 15% protein, 35% fat and 50% 
carbohydrate for infant formulas. 

This assures ample protein for development 
of sound tissue structure. And it supplies ade- 
quate carbohydrate to spare protein for its essen- 
tial functions, meet energy needs, promote good 
fat metabolism and maintain water balance. 

This classic caloric distribution is conven- 
iently represented by | part evaporated milk 
and 2 parts water with 5 per cent added carbo- 
hydrate—roughly | tablespoon of Dextri- 
Maltose to each 5 ounces of formula. 

For over 40 years, milk and Dextri-Maltose 
formulas with these approximate proportions 
have enjoyed consistent clinical success. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,I1IND., U.S.A. 


